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This presentation is of a purely clinical nature 
and is limited to the field of gynaecology and 
obstetrics. It must be also rather superficial, 
owing to the immensity of the scope of endocrine 
therapy, the multiplicity of the natural and syn- 
thetic preparations now on the market, and the 
relative paucity of accurate knowledge of a 
physiological system which presents so many 
interrelationships. Endocrinology as a science is 
still in the early and confused stages, and there 
is probably no other branch of Medicine which 
presents the same variability of opinion nor gives 
rise to so much controversy as to reactions, both 
physiological and pathological. On reviewing the 
voluminous literature it is striking the number 
of diametrically opposite views which are put 
forth and substantiated by clinical results in the 
hands of well-accredited investigators; the impres- 
sion is gained that whatever stand one wishes to 
take on almost any aspect of endocrine therapy 
in gynaecological practice, somewhere one can 
find an article in corroboration. While this situa- 
tion tends to confusion in the minds of those 
attempting to treat patients by means of endocrine 
preparations and would seem to cast a shadow 
over the value of endocrine therapy in general, 
rather the opposite is the case, as it is only by 
continued use and experimentation that the true 
patterns of results can be found, and the whole 
subject put on a more rational basis. However, 
the indefiniteness of the field does not excuse 
the abuse of this type of therapy which is so often 
seen, particularly in treating menopausal women, 
but means instead that it should be regarded with 
great respect until such time as clarification of 
the interrelationships and ramifications of the 
endocrine system has come about. 


The endocrine gland of which most is known 
and to which rrobably least attention is paid 
in gynaecological practice—due no doubt to the 
more intriguing realm of the gonad hormones— 
is the thyroid. In menstrual disorders and steril- 
ity this is particularly true. Thyroid dysfunction 
can give the pattern of any menstrual irregularity 
which may be mentioned from primary amenor- 
rhea to profuse and intractable uterine hemor- 
rhages. The state of the thyroid function can 
be estimated easily, and it is logical to investigate 
this first before going on to more. complcated 


cannot be said of some other glandular substances 
now commercially available. 


In any case of gross menstrual upset where 
there is no obvious pathology in the pelvis to 
account for it, a basal metabolic rate should be 
done to assess thyroid activity. The importance 
of knowing the basal rate must be stressed, 
because hyperthyroidism may cause menstrual 
irregularities similar to hypothyroidism, and 
neither condition may present a sufficiently typi- 
cal picture to warrant the prescribing or with- 
holding of thyroid as a therapeutic test. Also, it 
is of major importance that the patient who has 
been put on thyroid therapy should be closely 
checked by means of blood pressure readings, 
pulse rate and regular weighing for signs of 
over-dosage. Thyroid medication is greatly abused 
in this matter of giving the patient the prescrip- 
tion and then forgetting about her: no patient has 
a stationary endocrine pattern, and the mild or 
borderline case of hypothyroidism may very 
quickly change over to present endocrine imbal- 
ances which were not intended to be produced. 
Only by regular checking of the patient who is 
taking any form of thyroid can best results be 
obtained in this our most satisfactory type of 
endocrine therapy. No standard dosage can be 
advised as it must be adjusted to the patient’s 
needs, and adjusted often, whether she is being 
treated for absent or scanty menses or too profuse 
and frequent ones. 


Thyroid function should be of first considera- 
tion in dealing with cases of sterility even though 
the menstrual cycle appears to be normal. The 
hypothyroid patient has a low index of fertility, 
and very often pregnancy will result after two 
or three months of thyroid administration. Preg- 
nancy can occur in the amenorrheic type of 
hypothyroidism before the menstrual periods have 
begun to appear regularly, thus giving a gratify- 
ing surprise to both doctor and patient. In these 
cases the thyroid medication should be continued 
in the pre-pregnant dosage, unless signs of intol- 
erance arise due to the physiological increased 
activity of the thyroid gland during pregnancy. 


Thyroid medication as a means of reducing the 
obese patient is not indicated unless the woman 
is definitely subthyroid. It is unkind as well as 


procedures and less rational thérapy ‘with the contradictory to put a patient on a reduced dietary 
‘vegime, and at the same time to give her pills 
baa will increase her appetite.. This is a very 


newer endocrine preverations. Thvroid »therapy ~ 
when it is indicated is cheap and effective, which , | 
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frequent abuse of one of the most useful of 
endocrine preparations. 

The oestrogens, both in the natural and syn- 
thetic forms, are well established as a satisfactory 
means of substitutional therapy for certain con- 
ditions. Their most useful field is in the climac- 
teric period when the ovary has ceased manu- 
facture of sufficient quantity of the follicular 
hormone to stabilize the effects of the gonadtropic 
hormone still being elaborated by the anterior 
pituitary; the administration of exogenous oestro- 
gens will assist in this stabilization, providing the 
dosage is well controlled. In the past the tendency 
has been to use too large doses of substitutional 
oestrogens, thus not only delaying the natural 
waning of the pituitary-ovarian hormone pattern, 
but at times causing unpleasant side effects from 
the substance itself. The optimal dosage varies 
for each individual and should be the smallest 
amount which keeps the patient comfortably free 
from symptoms: very often this is less than one 
milligram of a synthetic preparation per day. 
For treating the climacteric woman the synthetic 
oestrogens by oral administration are most widely 
used, usually in the form of diethylstilboestrol; 
this affords cheap, convenient and _ effective 
therapy. A preparation of conjugated equine 
oestrogens obtained from the urine of pregnant 
mares and sold commercially as Premarin, is also 
widely and successfully used and is tolerated 
extremely well. Newer synthetic preparations of 
higher potency such as hexestrol and benzestrol 
are now available under various trade names 
and are stated to have a very low toxicity. 
Ethinyl oestradiol (Estinyl) is more closely related 
chemically to the naturally occurring oestrogen 
and its potency is such that it is administered in 
doses of less than one-hundredth of a milligram. 


The aim of endocrine therapy in the meno- 
pausal woman is to keep her free from the 
distressing symptoms of flushes, sweats, head- 
aches, irritability and mental lassitude with a 
minimum dose of the substitutional preparation. 
Here again no definite dosage can be stated as 
individual variations in symptoms and reactions 
to the treatment must be assessed, and also the 
patient’s general attitude towards the menopause. 
In these cases where satisfactory relief from sys- 
tematic symptoms may occur, sometimes most 
undesirable local pelvic reactions are produced 
such as severe uterine hemorrhages from an over- 
stimulated endometrium, irregular bleeding from 
stimulated endometrial polypi, enlargement of 
previously inconsequential fibroids, or stimulation 
of an undiagnosed carcinoma of the uterine body 
or cervix. It is essential therefore that any woman 
who is receiving oestrogenic therapy in any form 
should have regular pelvic examinations, includ- 
ing specular examination. Too many women in 


the fourth decade are labelled simply ‘“meno- 
pausal” by their physicians, given a prescription 
for some oestrogenic preparation, and dismissed 
without any or adequate examination. In a large 
percentage of these cases the diagnosis was 
correct, the patient feels much better as a result 
of taking her “change of life pills”, she advocates 
them for her friends, who start taking them 
without bothering to consult a doctor, and so is 
formed the most dangerous chain-letter network 
in the world. This abuse can be stopped only 
by doctors keeping in touch with and making 
regular examinations of the climacteric patient 
who is receiving oestrogenic substances. This can 
be done very easily by making all prescriptions 
for hormone substances of the “N.R.” type and 
prescribing only sufficient to give the patient 
relief for the desired interval between examina- 
tions. If the patient’s symptoms are still present 
to a distressing degree when she has been without 
her medicine for some time, she will come back 
of her own accord for a renewal and thus save 
the doctor the trouble of looking her up for a 
periodic check-up. 

Sometimes it is necessary to try different pre- 
parations in an individual patient if symptoms of 
intolerance occur with any one product. With the 
wide choice of both natural and synthetic prepar- 
ations now on the market, the patient can be 
comfortably accommodated to her needs with a 
little experimentation. There is no longer any 
justification for the routine use of parenteral 
preparations; the oral ones are effective, inexpen- 
sive, non-toxic and well-tolerated. The indications 
for administering oestrogenic substances by injec- 
tion are very rare. 

A second well-established use of oestrogenic 
compounds is in the inhibition of lactation in the 
immediately post-partum patient. If stilboestrol 
is administered in 5 mg. doses thrice daily, or 
much smaller doses of some of the more highly 
potent preparations, commencing within thirty-six 
hours after delivery, the production of prolactin 
by the pituitary and its subsequent stimulation 
of the mammary gland system is prevented, thus 
obviating painful breasts in the patient in whom 
lactation is undesirable. This therapy is also of 
some use in lessening painful engorgement in the 
lactating woman, although the results are not as 
satisfactory nor as sure. The oestrogens have not 
the power to counteract the mechanical stimula- 
tion produced by an actively suckling infant, 
which may account for the variability of results 
in the treatment of breast engorgement. Large 
doses of synthetic oestrogens are tolerated by the 
post-partum and pregnant patient with no un- 
pleasant toxic symptoms such as would be pro- 
duced in a non-pregnant woman on a similar 
maximum dosage. 
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The third type of case in which oestrogenic 
therapy has proven of real value is where pro- 
liferation of the superficial cells of the vaginal 
mucous membrane is desired, as in gonorrheal 
vulvo-vaginitis in children and in the atrophic 
changes in the vaginal and vulval tissues seen in 
senile vaginitis and kraurosis vulvae. Here the 
medication may be administered orally or in the 
form of vaginal suppositories. The use of the 
sulfonamides in gonorrhea in children is now 
superseding the hormone therapy in most cases. 
Chronic vulvitis simulating leukoplakia will some- 
times respond favorably to oestrogenic ointment 
rubbed into the lichenified areas, but because of 
the probable precancerous nature of any leuko- 
plakic lesion and the controversy which still exists 
as to the carcinogenic potentialities of the oestro- 
gens, this type of therapy should not be used with 
too much enthusiasm. 

In intractable dysmenorrhea oestrogenic ther- 
apy is advocated to produce anovulatory cycles 
thus relieving the patient while the compounds 
are being taken. This is contraphysiological 
treatment and is of questionable value. In cases 
where the dysmenorrhea is due to infantilism of 
the uterus or inadequacy of the uterine muscula- 
ture, prolonged administration of oestrogens may 
bring about an increase in the size of the organ 
and possible alleviation of symptoms. Emmenin, 
Premarin, or small doses of a synthetic prepar- 
ation are generally used for this type of treatment. 
It is interesting to speculate what effect this pro- 
longed substitutional therapy might have towards 
discouraging the ovary in its normal production 
of hormones. Thus the treatment may be effec- 
tive in one sense yet be decidedly deleterious in 
a more important direction. Fortunately most 
patients get tired of taking any sort of medicine 
for a protracted length of time. 


In the truly hypogonadic patient with poorly 
developed secondary sexual characteristics and a 
rudimentary uterus, the cyclic use of oestrogenic 
preparations will bring about the desired cos- 
metic effects, and also produce regular oestrin- 
withdrawal bleeding in simulation of menstrual 
periods. Often this treatment is of very real 
psychological value, but on discontinuing the 
medication regression inevitably results. 

Karnaky (10, 11) is the most enthusiastic pro- 
tagonist of the hemostatic action of oestrogens 
in uterine hemorrhages both of menstrual origin 
and in cases of threatened and habitual abortion. 
He injects up to 100 mg. or more of hexestrol or 
diethylstilboestrol solution into the anterior lip of 
the cervix, following this up with large oral doses. 
Cuyler, Hamblen and Davis (2) have corroborated 
this hemostatic action in menstrual hemorrhages 
with a resultant return to normal periods. One 
would assume that patients responding to this 


type of therapy must have a low oestrin level 
with inadequate endometrial proliferation. 


The use of oestrogens as a primer to uterine 
contractions in cases of missed abortion is rela- 
tively successful. The sensitivity of the uterine’ 
muscle to oxytocics in this type of case appar- 
ently is definitely enhanced by the priming, 
although the same satisfactory results are not 
obtained in a full term pregnancy where initiation 
of labour is desired. The equivalent of 10-15 
mg. of stilboestrol per day for three to four days 
is the recommended dosage, followed by a course 
of oxytocic drugs. Unpleasant symptoms from 
the large doses are absent in these cases as they 
are in the post-partum patient. 

Incontinence and frequency in elderly women 
can be alleviated by the administration of oestro- 
gens to quite a marked extent (12). The mechan- 
ism of the action is not clearly understood, but 
there appears to be some rejuvenating effect on 
the sphincters as well as an improvement in the 
condition of the mucous membrane about the 
urethral meatus. A word of warning must be 
given in regard to prescribing oestrogenic sub- 
stances to women past the menopause, as reactiva- 
tion of the endometrium may occur causing uterine 
hemorrhages either during or after treatment. 
These may be profuse or only spotting in char- 
acter, but they are alarming to the patient and 
give the doctor the problem of differentiating 
from bleeding as a result of the treatment or 
recognizing the first manifestations of a uterine 
malignancy. 

The corpus luteum hormone has not the wide 
field of proven therapeutic value which the folli- 
cular hormone has, and its use gives rise to much 
controversy in the literature. It is available 
commercially as progesterone for injection, and 
anhydrohydroxyprogesterone and pregneninolone 
for oral administration. The cost of the prepar- 
ations is prohibitive for general practice and it 
is acceptable to have this state of affairs main- 
tained until the status of progesterone therapy 
becomes more clearly defined. No hormone has 
had to suffer greater changes of face in the hands 
of investigators during the past few years than 
has that elaborated by the corpus luteum. It 
was formerly believed that bleeding could not 
occur from an adequately progestational endome- 
trium; it is now well known that this is not the 
case, and that excess of progesterone action may 
give rise to very profuse uterine hemorrhages. 
Its action as an hypnotist of painless uterine con- 
tractions which resulted in it being hailed for 
rational therapy in threatened abortion has now 
been assailed by such able investigators as Henry 
and Browne (8), and others who claim that it 
increases the amplitude of uterine contractions. 
Thus the pendulum swings from one extreme to 


478 The Manitoba Medical Review 


[November, 1945 


the other, and so far no definite indications for 
progesterone therapy have arisen which are not 
open to contradiction. In the wealthy habitual 
aborter, a period of progesterone therapy before 
conception and during the early weeks of gesta- 
tion may produce an endometrium of more recep- 
tive calibre for the implanted ovum, thus provid- 
ing it with more adequate nourishment than had 
its aborted forerunners; but wealth is a_pre- 
requisite of this type of hopeful therapy, as the 
equivalent of 5 mg. by injection should be 
administered daily. 

The most common use of progesterone is in 
cases of primary and secondary amenorrhea. 
Here therapy consists of injections of oestrogens 
followed by injections of progesterone to simu- 
late the normal ovarian action on the endome- 
trium. Various dosages and patterns of this com- 
bined treatment have been advocated, the simplest 
being Zondek’s two day method consisting of 2.5 
mg. oestradiol benzoate and 12.5 mg. progesterone 
injected together on two consecutive days at 
monthly intervals. When this cyclic treatment is 
repeated for several months it has been found 
that a regular menstrual rhythm will be estab- 
lished in a certain percentage of cases. Certainly 
this is one of the most physiological types of 
endocrine therapy in use today, but here again 
success cannot be expected in all cases. 

Male hormone preparations have proved their 
therapeutic usefulness in gynaecological disorders, 
but their effects are purely temporary and pallia- 
tive (5). Testosterone propionate or methyl] testo- 
sterone can be used for most conditions in which 
oestrogens are advocated with equally good and 
sometimes better results. This is not as para- 
doxical as it sounds, as the question of antagon- 
ism or synergism of these supposedly antithetical 
substances is not yet settled. However, synthetic 
oestrogens have an economic advantage over their 
male counterparts, which is probably as well 
because the possibility of temporary masculinizing 
effects is very real unless the patient is kept 
under close observation and the administered 
dose carefully controlled. 

There are two fields where androgenic therapy 
has a real function in gynaecology. First is in 
endometriosis occurring in patients nearing the 
menopause (9): doses of methyl testosterone not 
exceeding 200 mg. per month will very often 
carry these women along free from symptoms 
until the ovarian function ceases, thus saving 
them the hazards of difficult operative proce- 
dures. The second is following surgical or 
irradiation castration for uterine or ovarian 
malignancy in premenopausal patients. In this 
type of case, oestrogens are definitely contra- 
indicated to control hot flushes and sweats which 
may be very troublesome as a result of the sudden 


removal of ovarian activity. Here androgens may 
be administered to relieve the distressing symp- 
toms and counteract the effects of the still active 
gonadcotropic hormones. 

Small doses of androgens can be used to relieve 
mestodynia either by oral administration or by 
massaging the breasts with an ointment containing 
testosierone propionate. Continuous medication is 
not necessary as the patient can usually estimate 
at what periods of the menstrual cycle the painful 
engorgement occurs and use the hormone sub- 
stances only as required. 

Androgenic therapy will not cause regression 
of fibroids, but it is effective in controlling uterine 
hemorrhage in the menopausal patient with small 
multiple fibroids thus improving her blood picture 
in preparation for hysterectomy, and occasionally 
obviating the need for operation. Hopeful, pro- 
longed administration over many months is not 
wise in any type of case which seems to be 
improving on androgenic therapy because of the 
tendency to produce mild virilization which is 
highly undesirable. 

Two new uses for male hormone have recently 
L2en reported. Firstly, for the treatment of frigi- 
dity in the female (13, 4): the action here is 
supposedly due to the increase in size of the clitoris 
and general vulval hyperemia. However, again 
controversy is present and the status of the libido 
of the woman on male hormone therapy remains 
a moot point. The second recent development is 
the use of injections of testosterone propionate for 
the relief of pain in women in the terminal stages 
of carcinoma of the pelvic organs. Beecham (1) 
reports enthusiastically on this, although unable 
to explain the rationale as the growth and exten- 
sion of the tumour is not inhibited. This is a 
field where clinical experimentation might well 
be undertaken. 

Probably no greater disappointment has been 
met with in clinical endocrinology than that 
arising from the lack of fulfilment of the promise 
which the gonadotropins, or anterior pituitary-like 
hormones, seemed to hold forth in cases of under- 
functioning of the ovary. It was originally hoped 
that chorionic gonadotropins would stimulate 
the inadequate ovary to proper hormonal’ pro- 
duction:—follicle formation, ovulation, and corpus 
luteum formation with the subsequent normal 
and cyclic reactions to these phenomena on the 
endometrium. These hopes have proved fruitless, 
and the human ovary remains impervious to the 
effects of the administration of chorionic gonado- 
tropins exogenously. Following this disappoint- 
ment, the stronger equine gonadotropins obtained 
from pregnant mares’ serum were greeted with 
acclaim. Follicle stimulation follows the use of 
this substance, but ovulation still cannot be 
brought about (7). In amenorrheic woinen, the 
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cyclic use of equine gonadotropins followed 
closely by chorionic gonadotropins may occasion- 
ally establish a normal menstrual function, but 
before this treatment is undertaken it must be 
assumed that the woman has ovaries which are 
capable of being acted upon by the injected hor- 
mones; this assumption can be substantiated only 
by the results of treatment, which brings up the 
question of whether or not one is justified in 
subjecting the female organism to onslaughts of 
potent preparations which may cause imbalance 
in other endocrine directions not as yet under- 
stood. Certainly if no indications of ovarian 
response as shown by endometrial biopsy, breast 
changes, etc., are forthcoming, the treatment 
should not be persisted in. Davis and Hell- 
baum (3) warn that a close watch must be kept 
on the size of the ovaries during a course of 
equine gonadotropic therapy as marked enlarge- 
ment may occur requiring cessation of treatment. 

The lactogenic hormone, prolactin, is now 
making its appearance in the gynaecological 
armamentarium in an antigonadal role. Hall (6) 
reports satisfactory results in cases of meno- 
metrorrhagia; however, its use in cases where 
other means could be effective is a bit superero- 
gatory. Its chief use would seem to be in the 
stimulation of lactation in women with inadequate 
milk production, and in this field it is reporte 1 
to have been used with some success (14). 

In any type of endocrine therapy in gynaeco- 
logical practice, particularly in menstrual dis- 
orders, two important factors must be kept 
constantly in mind. First is the psychological 
factor. The endocrine system cannot be isolated 
from the autonomic nervous system, and many 
menstrual upsets which appear to be of endocrine 
origin may be actually psychogenic. This raises 
the questions of whether endocrine therapy has 
merely tided the patient over during a psycho- 
logical upset, whether a psychological readjust- 
ment has been possible because of the adminis- 
tration of needed endocrine substances, or whether 
the patient has cured herself in spite of rather 
than because of treatment. As yet these ques- 
tions cannot be answered and perhaps some 
endocrine therapy is getting credit which is not 
due it. 

The other factor is the constitutional one and 
must be considered again chiefly in menstrual 


disorders. Improvement in general physique, 
relief of tensions and overwork, improved eating 
habits or a change in environment may bring 
about a normal menstrual function without 
recourse to other treatment. These psychological. 
and constitutional factors must be carefully 
assessed before prescribing endocrine prepara- 
tions and also when reviewing the results of 
treatment. 

The number of commercially available pro- 
ducts of any type of endocrine substance gives 
a tremendous scope for both the use and the 
abuse of this intriguing type of therapy which is 
still in the very early stages of accurate knowl- 
edge. The literature put out by the pharmaceu- 
tical houses is naturally enticing and glowing: 
unfortunately it is from this source that some 
practitioners obtain what knowledge they have 
of endocrinology, and their patients suffer there- 
by. It is a physician’s duty to attempt to under- 
stand the rationale of endocrine therapy before 
prescribing such treatment. Until definite patterns 
of reactions in the gonadal field are arrived at 
by trained investigators, hormonal therapy should 
be used cautiously and judiciously. Furthermore, 
no patient should be put on any type of endocrine 
treatment unless a careful examination has been 
made of the pelvic organs, and if hormone therapy 
is indicated regular observation and examination 
must be maintained throughout. Lastly, no patient 
of any age group who has irregular uterine bleed- 
ing between the menstrual periods should receive 
treatment of a hormonal nature until cancer of 
the uterine body has been ¢efinitely ruled out 
as a possible cause. 
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FOR MASSIVE VITAMIN D 
THERAPY IN CHRONIC ARTHRITIS 
AND PSORIASIS. 


Capsule No. 651 “Siow!” (Each capsule 
contains 50,000 International Units of 
Vitamin D) 


Treatment: The recommended method of treatment is as follows:—An initial 
dose of 50,000 Vitamin D units (1 capsule, ““Ostoforte’). This is gradually in- 
creased to the effective dose which may be 300,000 or more units daily, depending 
on the patient's response and tolerance to the medication. When maximum im- 
provement occurs the dose is reduced to a maintenance level which may vary from 
100,000-200,000 (2-4 capsules, ‘‘Ostoforte’ ) daily. Rest and regulation of the diet. 
Massage and exercise of the affected parts when indicated. Correction of bowel 
habits. Removal of foci of infection. Results from this treatment may not be 
apparent for some weeks, therefore the administration of an analgesic (Acetophen 
Compound with Codeine, C.T. No. 222 “Giosst") may be indicated in order to proe 
mote comfort, 


Results: While the results of High Potency Vitamin D therapy are not always 
dramatic and it may require a number of months of continuous treatment before 
improvement becomes evident, the fact that we are dealing with frequently intract- 
able and progressive diseases warrants trial of this treatment. The following results 
have been observed in those cases responding to treatment:—Decrease in pain; 
Decrease in swelling; Recalcification of osteoporatic bone; Remobilization of joints; 
and improvement in general health. 


We Emphasize: A—No criteria have been established which would enable one 
to select the cases which will respond favourably to treatment from those which 
will fail to react. B—No physiological basis exists for the employment of this 
therapy. It is at present entirely empirical. 


Modes of Issue: In boxes of 100 and 50 capsules for your prescription. 


Frost 


( Of al f La The Canadian Mark of Quality | 
& Frost &Co. MONTREAL, CANADA 
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Infantile Eczema 
Arthur R. Birt, M.D. 


The skin condition of early life that is apt 
to be most troublesome to patient, parents and 
physician alike, is infantile eczema. For practical 
purposes it may be defined as eczema occurring 
before the second year. An understanding of 
the general concept of eczema is desirable before 
considering the condition in infancy. 

Eczema is a method of reaction of the skin 
and is not a disease entity. It is a characteristic 
form of reaction to an allergen or irritant. 
Allergens may reach the skin by contact, inges- 
tion or inhalation, and yet produce similar clinical 
responses. The skin is definitely limited in its 
methods of reaction to irritants and allergens. 
Commonly it may react in either an urticarial or 
eczematoid manner. In the latter, the first clinical 
response is usually erythema, and this may be 
followed in varying degrees by papules, vesicles 
with oozing, crusts, scales and thickening. Thus, 
eczema _is in inflammatory reaction in the upper- 
most portions of the skin, characterized clinically 
by two or more of the following: erythema, pap- 
ules, vesicles with oozing, crusts, scales and 
thickening. According to Sulzberger’, “the intra- 
epidermal vesicle, either grossly present or 
demonstrable histologically is the essential feature 
of the eczematous process, and must be present 
at some stage to justify the classification of such 
a dermatosis as eczema.” It is most important 
that eczema be regarded as a mode of reaction 
of the skin, and that such a diagnosis should 
carry with it an obligation to find the cause, if 
possible. 

In infantile eczema, the clinical picture of 
varying degrees of erythema, papules, vesicles 
with oozing, crusts, scales and thickening is very 
familiar. The lesions usually start on the cheeks, 
often are associated with seborrhoeic manifesta- 
tions on the scalp, and may spread to the trunk 
and extremities. Actually the condition called 
infantile eczema comprises several entities, and 
differential diagnosis is often difficult. Hill? has 
subdivided the affection into the following four 
groups: (1) seborrhoeic dermatitis; (2) eczematous 
fungous conditions; (3) contact dermatitis; and 
(4) atopic dermatitis. Only contact and atopic 
dermatitis are common enough in infancy to 
warrant our discussion in this paper. 

Atopic dermatitis is a dermatitis occurring in 
an individual who has inherited an abnormal 
tendency to develop allergic reactions to proteins 
and protein-like substances. A patient with atopy 
may be expected to have an eosinophilia; will 
have circulating antibodies to allergens, and 
because of these antibodies will often have a 
positive wheal reaction to scratch and intradermal 
tests with protein. On the other hand contact 


dermatitis, or dermatitis venenata, is a dermatitis 
in which there is a hypersensitivity of the skin 
to any substance which reaches it by contact. 
In this form of dermatitis there is no inherited 
tendency, no eosiniphilia, and no antibodies; and 
because there are no antibodies, skin tests are 
applied in the form of patch tests, which if 
positive, will give an eczematoid response. During 
the first two years of life atopic and contact 
dermatitis are usually clinically indistinguishable. 
A careful investigation of the patient is necessary 
to differentiate between them, so that adequate 
treatment and a reasonable prognosis may be 
given. 

The immediate prognosis in infantile eczema is 
good, the majority of cases tending to heal spon- 
taneously after the age of one year. However, 
children with the atopic type of dermatitis are 
liable to develop, later in life, other manifesta- 
tions of allergy, such as disseminated neuro- 
dermatitis, asthma or hay fever. It is because 
of these late manifestations that the investigation 
of the cause of infantile eczema becomes increas- 
ingly important. 

In the past ten years a routine for the investi- 
gation and treatment of infantile eczema has been 
developed at the Children’s Hospital of Winnipeg”. 
It contains nothing original and is not a cure-all 
for infantile eczema. However, the results obtained 
from it have been more. satisfactory than by any 
other method tried. When a child, with the typi- 
cal clinical picture of infantile eczema is examined, 
a very full and detailed history is taken. History 
is by far the most important diagnostic instru- 
ment of the allergist. One cannot over-emphasize 
the importance of a complete, carefully taken 
history. A note is made of the times of onset and 
exacerbations of the eruption, and an endeavour 
is made to correlate these with the introduction 
of new contact and food allergens. A survey must 
be made of all possible contact factors reaching 
the skin. Particular attention is paid to the effect 
of baby oils, feathers, soap, wool and cold. The 
diet history must include all foods eaten by the 
infant, with the age at which they were first given; 
and a record is kept of the child’s food likes and 
dislikes. Small infants often dislike foods that 
disagree with them, and if there is an aversion 
to some article of food it is wise to eliminate 
it from the diet and note the effect of its removal 
on the eruption. In the family history, a search 
is made for allergic reactions in other members 
of the family. I believe that too much importance 
has been attached to a negative family history 
of allergy. In my opinion, the quantity of allergic 
manifestations in the immediate family is import- 
ant, but a negative history does not rule out the 
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diagnosis. It would seem, that in the majority 
of cases, it is wishful thinking to expect an 
intelligent answer to such a question as the 
incidence of infantile eczema in grandparents and 
uncles and aunts; and this is particularly true if 
the patients have lived in our country for less 
than a generation. The family history of allergy 
is of academic interest, but is not of much diag- 
nostic value. 

Skin tests have not been used very frequently 
in our clinic. The concensus of opinion is that 
the knowledge gained by routine scratch and 
intra-dermal tests of infantile eczema, does not 
justify the often difficult procedure of testing a 
small infant. As much, or more information can 
usually be gained by other means without antag- 
onizing the child and parents, and without trying 
the patience of the physician to the limit. The 
main object in skin testing in infancy is to gain 
information of differentia! diagnostic value. Sulz- 
berger', Hill’, Ditkowsky", and others have dem- 
onstrated that normal infants do not give positive 
scratch tests. If the scratch tests are positive, 
the child can be put immediately into the atopic 
group. This does not mean that the reacting 
allergen is necessarily the cause of the dermatitis. 
In fact, a positive reaction to egg white is so 
common that Diskowsky states “the reaction to 
egg white can practically be used as an indica- 
tor for the presence of atopy in infants.” It is 
probable that the recent claims of Simon*® * that 
human dander is an important cause of infantile 
eczema, and his proof by skin testing, may be 
explained in a similar manner. 

After examining the baby and obtaining as 
full a history as possible, a course of treatment 
is outlined. It is most desirable that this treat- 
ment be given at home if at all possible. It is 
not justifiable to expose an otherwise well baby 
to the risk of infection if it can be avoided. When 
the history contains a definite lead to the offend- 
ing substance, it should be removed from the 
environment or diet at once. If the history is 
essentially negative, then all cases are regarded 
as being of contact origin until proved otherwise. 
The cases of presumed contact origin are treated 
in the following manner: 

(1) Common contact allergens are removed 
from the environment, particularly baby oils, 
feathers, wool, soap and cold. Soap is not used 
in any form. The baby may be cleansed with 
plain oil, and then rinsed off with water. It is 
important to use a mild soap for laundering and 
to be sure that it is well rinsed out. Most laundry 
soaps contain alkaline builders to aid in cleans- 
ing. If they are improperly removed after wash- 
ing, they are apt to irritate the skin when it 
becomes moist through perspiration or voiding. 

(2) Adequate local therapy must be used. This 


will vary with the stage and character of the 
eruption. If the eruption is not crusted, linimen- 
tum caliminae, C.F., is applied in the day time, 
and Lassar’s paste at night. If there is crusting 
present, an ointment containing one drachm of 
liquor carbonis detergens to an ounce of unguen- 
tum hydrargyri ammoniati is prescribed. When 
crusting is extensive. boracie acid starch poultices 
may be applied before other therapy is instituted. 
In chronic cases a two per cent crude coal tar 
ointment applied for three days may be of great 
value. This is essentially a hospital procedure. 


It is important in all cases to keep the lesions 
covered with the medication, and not to apvly it 
just two or three times daily. While itching is 
severe, the child rnust be restrained. This may 
be done by sewing tongue blades into the sleeves 
of a shirt so that the arms cannot be bent at the 
elbows. If this is not sufficient, it may be neces- 
sary to tie the wrists and ankles to the bars on 
the sides of the crib with gauze. The infant is 
kept on this routine of local therapy for two 
weeks. If during this period there is an improve- 
ment in the eczema and a decrease in the amount 
of scratching, then the eruption is most likely a 
contact dermatitis. Scratching is a most important 
guide. As long as it rersists, the cause of the 
allergy probabiy has not been removed; and if 
it recurs, a new irritant mest likely has been 
added. More than half of the infants treated 
react favorably to local therapy. 


If there is no improvement after two weeks 
of adequate local therapy, then the eczema is 
probably atopic and an attempt is made to find 
the cause. Atopic dermatitis in infancy is usually 
due to ingested allergens. The best method of 
searching for the cause is by the use of elimina- 
tion diets. An elimination diet is one containing 
only a few foods that are known from past ex- 
perience to be innocuous to most allergic patients. 
The patient may take any amount of any foods 
listed in the diet, but must not take even minute 
amounts of any other food. The diet is prescribed 
for two weeks and is combined with the local 
treatment outlined previously. If the infant 
improves while on it, and his tendency to scratch 
diminishes, then he is sensitive to food allergens: 
if not. he is either sensitive to some article of 
food in the diet, or some other contact factor, 
and the search must be made in that direction. 
To attempt the use of elimination diets without 
the full co-operation of all concerned, is futile. 


The elimination diets used in our clinic are 
modifications of the original Cobb” diets. They 
have been changed to vary with the age of the 
patient and to contain foods that are obtainable 
in Canada at all seasons of the year, at a moder- 
ate cost. The diets are as follows: 
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Elimination Diet for Child from Birth to 
8 Months of Age 


Evaporated milk oz. 
Corn syrup ue : tbsp. 
oz. 
bottles of —.............each 


Method of Preparation—(1) Blend corn syrup 
and water. (a) Add lactic acid. Mix well. Gradu- 
ally add this mixture to the evaporated milk, 
stirring constantly. Keep in cool place. 


(1) If child objects to acidified milk, a plain 
evaporated milk feeding may be used. (2) No 
other foods may be given. (3) Even a minute 
amount of food not included in the diet, if eaten, 
may nullify an otherwise successful trial. (4) The 
caloric requirements of a child are 50 to the pound 
of body weight. Evaporated milk has a caloric 
value of 42 per ounce, undiluted. One ounce of 
corn syrup is equivalent to 120 calories. (5) One 
drachm of lactic acid is used for each 20 ounces 
of fluid. (6) No cod liver oil or orange juice 
should be given. If vitamins are added _ use 
cevitamic acid and drisdol. 


Elimination Diet for Child 8 to 12 Months 

of Age 

6 a.m.—Evaporated milk formula. 

10 a.m., breakfast—Rice or cornmeal cooked 2 
hours in double boiler: 3 to 4 tablespoons with 
part of formula poured over it. Puréed prune 
pulp or ripe mashed banana. Formula—rest to 
drink. 

1.30 to 2 p.m., dinner—Beef broth—may have 
added rice or rice flour. Strained vegetables— 
carrots, asparagus, beets. Cornstarch or rice pud- 
ding—made with evaporated milk and no egg. 
Formula. 

5.30 to 6 p.m., supper—Same as breakfast. 

10 p.m.—Evaporated milk formula. 

(1) No other food than those listed may be 
used. (2) Even a minute amount of food not in- 
cluded in the diet, if eaten, may nullify an other- 
wise successful trial. (3) Pablum should not be 
given. (4) Do not use commercially prepared 
broth, as it may have been cleared with egg. 
(5) No cod liver oil or orange juice should be 
given. If vitamins are added use cevitamic acid 
and drisdol. (6) Children at this age will prob- 
ably refuse acidified evaporated mik, particularly 
if they have had a sweet feeding. An evaporated 
milk feeding minus the lactic acid may be given. 
Elimination Diet for Child 1 to 2 Years of Age 


Breakfast—Rice or cornmeal cooked 2 hours 
in a double boiler; 3 to 4 tablespoonfuls with 
diluted evaporated milk poured over it. Puréed 
prune pulp, apricots, ripe mashed banana or apple 
sauce. Diluted evaporated milk. 


Dinner—Beef broth—scraped beef or chopped 
liver. Strained vegetables—carrots, asparagus, 
beets. Cornstarch or rice pudding — made with 
evaporated milk and no egg. Diluted evaporated 
milk. 

Supper—Same as breakfast. 

Bedtime—Diluted evaporated milk if desired. 

(1) No foods other than those listed may be 
used. (2) Even a minute amount of foods, not 
included in the diet, if eaten, may nullify an 
otherwise successful trial. (3) Pablum should 
not be given. (4) Do not use commercially pre- 
pared broth, as it may have been cleared with 
egg. (5) No cod liver oil or orange juice should 
be given. If vitamins are added use cevitamic 
acid and drisdol. 


Elimination Diet for Child Over 2 Years of Age 
No Eggs, Milk, or Wheat. 

Fruit—Prunes, plums, apples, apricots, ripe 
bananas. 

Beverage—Grape, apple or prune juice. Water. 

Cereal—Rice, puffed rice, rice krispies. 

Meat — Beef, roasted, boiled, broiled; steak, 
liver, and beef broth may be used. 

Vegetables — Carrots, asparagus, beets, lettuce 
and stringbeans. 

Bread—Ry-Krisp, 100 per cent whole rye bread. 

Butter substitute—Crisco for baking. 

Flour substitute — Rice flour, rye flour, corn 
flour. 

Miscellaneous—Maple or corn syrup, brown and 
refined sugar, salt, baking soda and gelatin (un- 
flavored). Royal or any other baking powder 
which according to the label on the can does not 
contain eggs. 

(1) No foods other than those specified may 
be used. Thus, gravy for beef may be thickened 
with rye flour or rice flour and with no other. 
(2) The foods permitted may be eaten in any 
quantity, but even minute amounts of food not 
included in the diet, if eaten, may nullify an 
otherwise successful trial. (3) No cod liver oil 
or orange juice should be given. If vitamins are 
added use cevitamic acid and drisdol. 

The choice of elimination diet is dependent on 
the age of the infant and the diet history. If the 
child improves after two weeks on a suitable 
elimination diet, combined with adequate local 
therapy, then food additions are made. The addi- 
tions, too, vary with the age of the infant and the 
diet history. As a general rule we try to add milk 
first, if it is not already in the diet, and then 
wheat. A week is allowed to elapse between 
each of these additions to note their effect. If 
milk and wheat are well tolerated then fruits and 
vegetables are added alternately at four day 
intervals. Tomatoes and oranges are amongst the 
last additions and egg and egg-containing foods 
are tried last. When there is a relapse in the 
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%* Unwilling to reveal, even to a physi- 
cian, the presence of any abnormal 
rectal condition — and too often dread- 
ing surgery —those who suffer from 
hemorrhoids do so in silence. When- 
ever non-surgical treatment is indi- 
cated Anusol will be found a safe, sane 
and effective therapeutic treatment. 


HEMORRHOIDAL 
SUPPOSITORIES 


relieve pain and discomfort, 
and by softening the contents 
of the rectum and lubricating 
ty their passage, make evacuation 
< easy and painless. Anusol Sup- 
positories reduce congestion, 
control hemorrhage, soothe 
and protect traumatized tis- 
sues, promote healing. Their 


action is rationally effective. 


The Hall-mark of Excellence 


Wittiam R. Warner 


& CO. LTD. 
WARNER 727 KING ST. W., TORONTO 


ESTABLISHED 1656 


eruption and an increase in scratching after any 
addition, then that food is eliminated and the 
skin is given a few days to recover before the 
next food is tried. 

It is important in using elimination diets to 
keep the infants as much as possible on properly 
balanced diets. The child’s caloric requirements 
must be met and minerals and vitamins must not 
be lacking. If the child should not take milk, 
then unflavoured calcium diphosphate is given. 
When the antiscorbutic fruits are not tolerated, 
then cevitamic acid is substituted, and in those 
cases in which cod liver oil or its extracts causes 
a reaction, crystalline vitamin D in the form of 
drisdol is used. 

The small infant, who is milk sensitive, con- 
stitutes the biggest problem in our clinic. To date 
no adequate milk substitute has been found. The 
substitution of goat’s milk, the use of powdered 
and superheated milks or a change to soybean 
mixtures may help in a few cases, but do not 
suffice in the majority of instances. In our ex- 
perience, the synthetic milk substitute described 
by Wolpe and Silverstone!” containing rice flour, 
oil, gelatin, dextrose, vanilla, salt, dicalcium phos- 
phate, ferric chloride and saccharin is most useful. 
It is more pallatable to infants than most other 
substitutes, and it can be prepared at home. 

Habit plays such a dominant part in most of 
our detietic practices, that it is often difficult to 
convince both physicians and parents to maintain 
diets that do not contain such foods as milk and 
eggs. Actually, it seems that if the simple dietetic 
principles outlined above are combined with a 
little common sense, almost any articles of food 
may be removed from the diet for indefinite 
periods of time. Most children will thrive if 
given a diet containing the main food constitu- 
ents in an easily assimilable form, providing that 
it is adequate in calories, vitamins and minerals. 
If, for any reason, a child loses weight or fails 
to gain on an elimination diet, it should be stopped 
at once. It is better to have a healthy baby with 
eczema than a sick baby with a clear skin. 
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*Abstract——The Importance of the Rh Factor 


A Brief Review by Philip Levine, M.D. 
From the Laboratories of the Ortho Research Foundation, Linden, New Jersey 


Dr. Philip Levine is a distinguished serologist 
and bacteriologist. He practised for a time in 
Newark, N.J., and was on the staff of the Beth 
Israel Hospital there. He is one of the first, if not 
the first, to appreciate the importance of the Rh 
factor and its clinical significance. At present 
he is the director of the Ortho Research Founda- 
tion, Linden, N.J. R. B. M. 


The recent findings that a specific blood differ- 
ence of man and wife seryes as a basis for the 
pathogenesis of a disease of the newborn infant, 
and supplies the cause of so many severe and 
sometimes fatal intra-group transfusion reactions 
makes it necessary for all clinicians to under- 
stand the fundamental facts concerning individual 
human blood differences and isoimmunization. 


For many years, it was known that animals 
of many species after repeated transfusions fre- 
quently fail to tolerate blood which was initially 
compatible. When this intolerance is present, they 
have developed in their serum immune agglu- 
tinins which react and destroy the donor’s blood. 
These are present only for a few months and 
eventually the agglutinins disappear. These few 
facts serve to describe the phenomenon of iso- 
immunization. It is of interest that isoimmuniza- 
tion was discovered by Ehrlich and Morgenroth 
in 1900, the same year in which Landsteiner 
announced his findings on normal differences in 
human bloods (blood groups). 


The entire field of Rh factor and its import- 
ance in the pathogenesis of erythroblastosis foe- 
talis was opened by the observation of Levine 
and Stetson in 1939 that a woman could be 
immunized in the course of her pregnancy by 
an antigenic property in the blood of her foetus. 
The findings that foetal blood may immunize the 
mother made it possible to study the fundamental 
phenomenon of isoimmunization in the far larger 
group of pregnant women as well as in the very 
limited group of patients immunized by multiple 
transfusions. In 1940 Levine, Katzin and Burn- 
ham found that recently pregnant women suffer- 
ing from severe transfusion reactions at the very 
first transfusion had obstetrical histories charac- 
terized especially by a high incidence of foetal 
and neonatal morbidity, mainly due to the haem- 
olytic disease of the newborn infant, i.e., erythro- 
blastosis foetalis. The blood factor responsible 
was the Rh factor. 


* Read before the Annual Meeting of the Manitoba Medical 
Association, Winnipeg, September 26th, 1945. 


In 1940 Landsteiner and Wiener found what 
they believed to be a new blood factor which they 
called Rh. This was demonstrated with the aid 
of sera prepared in rabbits or guinea pigs by 
injection of rhesus blood. This serum agglutin- 
ated the blood of about 85 per cent of human 
blood of all groups. These were called Rh— 
and the 15% of bloods not agglutinated were 
called Rh —. 


Statistical studies in 1941 of about 150 mothers 
of erythroblastotic infants established that erythro- 
blastosis foetalis results from immunization of the 
Rh — mother by Rh+ foetal blood. The charac- 
teristic clinical and pathological features of the 
disease result from the continuous reaction of 
susceptible foetal blood and maternal anti-Rh 
antibodies which filter through into the foetal 
circulation. This in-vivo- specific serologic re- 
action supplied the only missing link in the 
pathogenosis of a disease, the clinical and patho- 
logical factors of which were well known. The 
statistical studies indicated that 92 per cent of 
all mothers of infants suffering from erythroblas- 
tosis foetalis are Rh — on tests with a particular 
serum now identified as anti-Rh,. In 8 per cent 
of the cases, the mother is Rh+ and isoimmuni- 
zation in these cases is brought about by other 
blood properties. 


It is now established that only about 50 per 
cent of the Rh— mothers have direct evidence 
of isoimmunization, i.e., anti-Rh agglutinins. The 
remaining Rh — women are immunized but they 
have a special antibody which united with the 
Rh— blood but is incapable of producing the 
visible effect of agglutination. Tests for the 
presence of isoimmunization can be carried out 
readily with the aid of very simple procedures. 


Aside from the clinically important diagnostic 
anti-Rh, serum, there are other human anti-Rh 
sera known as anti-Rh! and anti-Rh'!. Eight sub- 
types of Rh can be demonstrated on testing with 
these sera. 


The several practical applications of  iso- 
immunization by the Rh factor will be enumer- 
ated below. 


1. The diagnosis of erythroblastosis foetalis can 
be established in 92 per cent of all cases if the 
mother is negative with the anti-Rh, serum. 
Anti-Rh antibodies can now be demonstrated in 
almost all cases. In the smaller group of 8 per 
cent Rh positive individuals, the clinician should 
send the blood to a specialist for tests with 
anti-Rh!, anti-Rh' or anti-Hr sera. 
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The mother who has already delivered an 
erythroblastotic infant should not become preg- 
nant until an interval of several years elapses. 
During this interval the antibodies from the 
previous pregnancy will disappear. In addition, 
another rest period of a year should elapse. In 
this way it is hoped that the degree of isoimmuni- 
zation will not be so intense. Should periodic 
studies of the mother’s serum show an increase 
of anti-Rh antibodies, the obstetrician should 
consider the advisability of inducing labour some- 
what earlier in order to shorten the period of 
intra-uterine blood destruction. 


It is highly desirable to test the husband and 
all surviving infants for Rh in order to select these 
matings in which the husband may be of the 
heterozygous variety, Rh' rh. In these cases there 
are 50 per cent chances for future Rh negative 
children who should be normal. 


2. The affected infant of an Rh— mother 
should be transfused vigorously with Rh — blood 
so that the haemoglobin should not fall below 
65-70 per cent. The erythroblastotic infant should 
not be breast fed. 


3. All individuals found to be Rh— should 
always receive transfusion of Rh — blood only. 
In this way isoimmunization will be prevented. 
It is important to remember that once a patient 
is immunized the individual remains immunized 
for the remainder of his or her life. This is most 
important in the case of young girls even as 
infants. 


An Rh— woman may have anti-Rh agglu- 
tinins and yet her Rh+ infant may be clinically 
normal because the isoimmunization may have 
started late in the course of the pregnancy so that 
there was very little or no intra-uterine blood 
destruction. In such cases, one can expect that 
erythroblastosis foetalis will occur in the next 
pregnancy with an Rh+ foetus. 


These considerations raise the question of 
routine Rh testing with anti-Rh, sera in two 
groups of cases (1) all pregnant women and (2) 
all patients, male or female, prior to transfusion. 
The essential determining factor in this matter 


is the availability of a constant supply of potent 
human anti-Rh, serum. If the woman is Rh—, 
her husband should also be tested. The Rh — 
pregnant woman should be instructed that almost 
all of them can have one, two or more normal 
Rh+ children before there is sufficient intense 
immunization. At the same time the couple should 
be warned that in the event of a transfusion the 
Rh negative patient must receive Rh negative 
blood only 

As for the mechanism of isoimmunization by 
pregnancy, it is assumed that, even in the absence 
of demonstrable lesions, minute quantities of 
foetal red blood cells find their way into the 
maternal circulation in every normal pregnancy. 
Unbelievably minute quantities of red cells, pro- 
teins or other antigens, such as bacteria, suffice 
for isoimmunization. Isoimmunization in preg- 
nancy does not start until the mid-period of 
pregnancy when the blood vessels in the villi 
begin to approach the maternal sinus so that 
there is very little barrier between foetal and 
maternal blood. How the break in the barrier 
occurs is not known at present. The significant 
fact is the ample opportunity for minute amounts 
of foetal red blood in one or another form to find 
its way across an area of 70 square feet of foetal 
villi exposed to the maternal sinus. 

It has been observed on clinical evidence alone 
that erythroblastosis foetalis occurs about once in 
every 438 deliveries. If Rh tests are done in all 
cases of transfusions and neonatal morbidity, one 
can assume an incidence of about 1:150 to 1:200 
deliveries. Even this value is out of proportion 
to the number of pregnancies in the 13 per cent 
of susceptible matings. It is necessary to assume 
several factors of safety (1) current tendency to 
small families, (2) inability of many Rh — women 
to produce antibodies, and (3) the high incidence 
of heterozygous fathers. 


Erythroblastosis foetalis assumes an importance 
out of proportion to its low incidence because it 
is the first example in any species of a new cause 
of foetal and neonatal morbidity, i.e., genetic dif- 
ferences involving a particular blood factor which 
has a normal incidence in any racial group. 
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Colostomy in Gun Shot Wounds of the Colon 
C. W. Clark, M.D., Ch.M., F.R.C.S. (Edin.) 


The presentation of this paper has been prompt- 
ed by the number of colostomies that have been 
seen both here and overseas, following gun shot 
wounds of the abdomen involving colon. 


Mortality 

When the colon is the one viscus involved the 
mortality rate is higher than when small bowel 
alone is involved. In small bowel perforations 
there is often a temporary paresis of the bowel, 
and this lessens the amount of leakage. In the 
large bowel there is usually more contusion, and 
often an extraperitoneal haematoma which is cer- 
tainly contaminated, and the bowel contents are 
of a more infective nature. In only about 60% 
of cases is the colon alone involved. Often there 
are multiple other lesions involving other viscera, 
small bowel, stomach and duodenum, liver, spleen, 
kidney and bladder. In these multiple lesions the 
mortality is of course much higher. 

In the last war the recovery rate following 
wounds of the colon' unassociated with other 
wounds was 40% in those operated on in the first 
twelve hours. In this war the recovery rate 
towards the end of the war, was approaching 70% 
survival, in those cases operated on, in the first 
twelve hours. This improvement has been par- 
tially due to the widespread adoption of exteriori- 
zetion of the affected segment?. 


Forward Surgery 

Resuscitation 

The use of plasma and blood is essential in 
most cases, and as soon as the patient’s condition 
warrants, operation is performed. In at least 50% 
blood transfusion is necessary. A systolic blood 
pressure below 80 before resuscitation is of grave 
prognostic import. A rest of one to two hours 
after arrival at the operating centre, prior to 
oneraticn, improves results. 


Operative Technique 

A median or paramedian incision is the one 
commonly employed. Occasionally in a flank 
through and through wound, a transverse incision 
is very useful. In patients with multiple serious 
injuries, a small mid line incision, where a wound 
of the abdomen is suspected, should be made. A 
swab passed down into the pelvis which shows 
no blood, is reasonable proof that no visceral 
lesion exists. This is only done in cases that 
would not stand an adequate exploration of the 
abdomen. 

After careful examination of the abdomen for 
injury to other viscera, the wound of the colon is 
dealt with. Anterior wounds of the fixed portion 
of the colon are almost always associated with a 


wound on the posterior surface, in the vulnerable 
retroperitoneal area. Infection in this area is very: 
serious and results in what Sir John Fraser used 
to call Colon Septicaemia. The damaged portion 
of the large bowel is brought out as a colostomy 
or exteriorization resection of the Paul Mikulicz 
type, preferably through a separate stab wound. 
This is better than bringing it out through the 
laparatomy incision, because this increases the risk 
of a burst abdomen. The loop is supported by a 
glass rod or a large rubber tube under the loop, 
resting on the skin. Where time permits suture 
with interrupted suromuscular sutures of the two 
limbs of the colostomy, forms an excellent spur 
for later crushing. Fixed portions of the colon 
can be mobilized in most cases by a lateral 
incision of the parietal peritoneum and stripping 
forwards of the bowel and medial leaf of the 
peritoneum with the blood supply. If unable to 
mobilize a loop sufficiently to get it to the surface, 
a Pauls tube may be tied in. Where there is con- 
siderable contamination of the retroperitoneal 
area a stab drain through the flank is useful. 


Where a number of wounds in the colon exist, 
the proximal one is brought out as a colostomy, 
and the distal wounds sutured. 

Colostomy for a single wound is much safer 
than suture and replacement in the abdomen. 
because of the contusion in the bowel wall around 
the wound, and the resultant danger of sloughing 
and leakage. The small wound without contusion 
might be sutured safely, but if in doubt, it is much 
safer to do a colostomy. 


The wounds of entrance and exit are usually 
excised and dealt with after the laparatomy, but 
in buttock wounds that have penetrated the 
abdomen it is rrobably safer to excise and treat 
them first, because of the detrimental effect of 
turning the patient after laparatomy. 


In wounds of the rectum, the rectal wound is 
sutured if possible, and a sigmoid colostomy of 
the exclusion type is performed. Where there is 
an .extraperitoneal perforation, excision of the 
coccyx and adequate drainage is essential. 


Chemotherapy 


At the time of operation about 10 grams of 
sulphonamide powder are left in the abdomen. 
usually two-thirds in the cavity and one-third in 
the abdominal wall. Sulphanilamide or Sulpha- 
thiazole are the ones most commonly used for local 
application. 


Penicillin intramuscularly and intravenous 
sodium sulphathiazole or sulphadiazine are used 
in an effort to combat infection. 
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Post-Operative Management 

The use of nasal gastric suction is invaluable 
in the immediate post-operative period. A urinary 
output of 1,000 cc. is aimed at, and maintained 
by intravenous therapy. Patients should not be 
evacuated early and are better held for ten to 
fourteen days. They do not stand travel well. 
before this time. 

Closure of Colostomy 

TI have now closed twenty-eight colostomies, 
performed for gun shot wounds of the colon. We 
prefer an extraperitoneal method of closure and 
have found it very satisfactory. Most of these 
cases have been closed in Canada. 

Prior to closure the distal bowel is investi- 
gated by means of a barium enema, and sigmoid- 
oscopic examination. This is particularly import- 
ant in rectal wounds where a large hole in the 
rectum may not have been sutured. 


Crushing of Spur 

Adequate crushing of the spur is essential. 
This is accomplished by inserting a finger in each 
barrel of the colostomy, and making certain that 
there is not a knuckle of small bowel between 
the two limbs. The spur crusher is applied with 
a finger in one barrel to make certain that no 
unwanted tissue intervenes between the two limbs. 
The crushing clamp usually comes away on the 
seventh day. A digital examination is then done 
on the tenth day. If some angulation still persists 
this is crushed in order to ensure that the channel 
will be straight, and entirely deep to the abdominal 
wall. 

If the colostomy has some angulation, but no 
obvious spur. 2n Allis forceps is annlied under 
pentothal anaesthesia. to the deen aspect of the 
bowel, through the stoma, and it is withdrawn 
up into the stoma as a spur, which can then be 
crushed. If this is impossible, an intraperitoneal 
closure with its attendant greater risk may be 
necessary. 

Preparation for Closure 

The preparation of the patient, prior to closure. 
is extremely important. After all oedema and 
reaction in the stoma, following crushing, has 
subsided, the patient is placed on a low residue 
diet for three days pre-operativelv, reduced to 
fluids, only, for twenty-four hours before opera- 
tion. We have used Dixon’s* method of standardi- 
zation of the dosage of succinyl sulphathiazole 
(sulphasuxidine). Succinv] sulphathiazole grams 
IV every four hours for six doses, is administered, 
followed by grams II every four hours, for six 
doses. The last dose is given six hours before 
operation. 

The proximal and distal loovs of the colon are 
irrigated with warm saline or tap water through 
stoma and rectum daily. The last irrigation is 
given the night before operation. 


Technique of Closure 

A gauze sponge on a long silk thread is placed 
in the proximal limb of the colostomy. An incision 
is then made on each side of the stoma, up to the 
everted mucosa. With scissors and blunt dissection 
the bowel is separated from the skin and sub- 
cutaneous fat. The incision is deepened through 
the aponeurosis and muscle layers, to peritoneum. 
The gauze sponge is then removed and the bowel 
closed transversely by an inner loop on the mucosa 
stitch, and an outer sero muscular layer of intes- 
tinal chromic sutures. One or two additional 
mattress sutures are added to make the suture 
line more secure. 

A pocket is then excavated between unopened 
peritoneum and the deep layer of muscle of the 
abdominal wall, so that the colostomy head will 
not be compressed‘. 

Sulphathiazole powder grams 2.5-5 is massaged 
gently into a cream, in the wound, not just dump- 
ed in, in a lump, where it might form a hard 
mass of powder, which would act as a foreign 
body. 

A Penrose drain is placed down to the suture 
line of the bowel, and the muscle layers closed 
with interrupted No. 1 chromic sutures. The skin 
is then closed with silk. 

Post-operatively no sulphonamides are given. 
The drain is removed on the fifth day. Fluids 
only are given for five days, then the diet is 
gradually increased. Mineral oil is started in 
doses of one-half an ounce twice daily on the 
fifth day. 

Results of Closure 


Twenty-eight cases of colostomy have been 
closed by this technique. 

Two caecostomies have been closed by simple 
suture extraperitoneally. In one of these, the 
open caecum and ileum were discharging faeces 
into a compound fracture of the ileum. The 
abdomen was opened, the ileum completely 
divided proximal to the damaged loop, and an 
ileo-transverse colostomy done. Some weeks later 
the infected wound was clean and the ileum and 
caecum were closed extraperitoneally. 

In one case an extensive, internal iliac aneur- 
ysm, the size of a grapefruit was present under 
the two limbs of the left iliac colostomy. The 
aneurysm could be felt pulsating, by a finger in 
either barrel of the colostomy. After crushing 
the spur the colostomy was closed. A few weeks 
later the aneurysm was treated by proximal 
ligation, with silk. There was just room for the 
ligature below the bifurcation. Several months 
later this patient was doing well and the aneur- 
ysm was one-quarter of its original size with no 
bruit or pulsation. 

Another case had the iliac colostomy adherent 
to an osteomyelitis of the ileum. The spur was 
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crushed and at the time of closure the bowel was 
peeled off the osteomyelitis of the ileum and 
a sequestrectomy was done through the same 
incision. This colostomy healed without leakage 
and the wound was healed completely in twenty 
days. 

In one case there was a large rectal fistula 
opening postero-laterally into the rectum, with 
its external opening in the buttock. The internal 
opening was so large that a finger could be 
slipped through it about two inches from the 
anal verge. The coccyx was excised, and the 
fistulous track removed and the rectum sutured. 
The wound was packed with vaseline gauze. 
After healing, the iliac colostomy could be closed 
by the extraperitoneal method. 

In another case faeces were expelled into the 
wound during closure of the colostomy. In spite 
of this the wound was well healed by the tenth 
day, with no sign of infection. 

In two cases the peritoneum was opened in- 
advertently, the remainder were all closed by the 
submuscular extraperitoneal method. 

In all cases the wounds, following closure, 
healed by first intention. In no case was closure 
followed by infection of the wound, leakage from 
the colostomy or obstruction at the site of closure. 

We feel that the above results justify the 
use of the submuscular extraperitoneal closure, 
when carefully performed, although a number of 
writers? 5 advocate an intraperitoneal closure in 
these cases. 

Summary 

(1) The mortality rate in gun shot wounds of 
the colon has been reduced by early forward 
surgery, chemotherapy, and the use of blood and 
plasma. 

(2) Probably the most important reason for 
the reduction in the mortality rate has been the 
adoption of exteriorization of the injured loop 
as a colostomy, or exteriorization resection of the 
Paul Mikulicz type. 

(3) Closure of the colostomy by the submuscu- 
lar extraperitoneal method has been facilitated 
by careful, preliminary crushing of the spur to 
make a_ straight channel entirely within the 
abdomen, and also by excavating a pocket be- 
tween muscle and peritoneum to prevent com- 
pression of the closed head of the colostomy. 

(4) The use of succinyl sulphathiazole has 
apparently helped to prevent infection following 
colostomy closure. 

(5) In twenty-eight colostomies closed by the 
extraperitoneal submuscular method, not one has 
had leakage, infection or obstruction. 
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Doctor:- Give your ARTHRITIC 
patients comfort and relief by prescrib- 
ing a non-toxic Colloidal iodine by 
writing: 


ALPHIDINE pulverettes 
Oppenheimer 
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One or two pulverettes to be taken 
thrice daily with water, between 
meals. 


Iodine an element well known for its 
action in promoting leucocytosis and 
absorption of pathological exudates and 
tissues of chronic inflammatory type. 


“ALPHIDINE” highly assimable and 
readily taken up in the thyro-globulin 
molecule, indicated in all those cases 
calling for iodine therapy and iodine 
deficiency. 
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Fibrositis, Hypothyroidism, etc. 
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by a decrease in vaginal various non-specific forms of vaginitis, in 
the restoration of a normal pH affords vaginal trichomoniasis, monilia vulvo’ 
strategic avenue of attack on the pathologic canes of ceric. and flowing 
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most direct form of effective therapy. morning. followed 8 hours later by a ch 
Asal provides for this purpose a bland, douche, Available in 3-Ya oz. tubes. with or 
water-dispersible, buffered acid jelly. Easily 
and safely non-irritant. it may PRODUCTS of CANADA. TORONTO 


November, 1945] 


The Manitoba Medical Review 491 


Ligation of Patent Ductus Arteriosus 
Report of Two Cases 
Dr. Harry Medovy, B.A., M.D. 

Lecturer in Medicine (Paediatrics), University of Manitoba 


The diagnosis of congenital heart disease in a 
child has offered little in the way of stimulation 
to the internist or paediatrician until compara- 
tively recently. There were a few enthusiasts, 
among whom we can count Maude Abbott—one 
of the greatest names in Canadian Medicine—who 
spent a great deal of time in studying their cases 
of congenital heart disease in an effort to achieve 
greater accuracy in clinical diagnosis. It was easy 
to separate the cyanotic cases from the non- 
cyanotic cases and everyone knew that as a 
general rule the cyanotic cases fared badly and 
lived short, unhappy lives. The non-cyanotic 
cases often got along surprisingly well although 
a rather alarming number of them succumbed to 
subacute bacterial endocarditis. But why bother 
to differentiate these cases further — what could 
one do for them? There was no treatment except 
to keep activity within the bounds of reasonable 
cardiac reserve and hope that the green strepto- 
coccus would not complicate the picture and bring 
life to an early close. As late as 1937 Paul White 
in his text-book stated “there was no curative 
treatment, surgical or medical, for congenital 
cardiac defects”. 

It seemed quite beyond anyone’s imagination 
to conceive that surgery might one day intervene 
and attempt to correct abnormal pathways in the 
heart or create new pathways to allow well- 
oxygenated blood to circulate. 


It was not beyond the imagination of James 
Munro. In 1907 before the Philadelphia Academy 
of Surgery he told the story of a patient of his, 
a child with clinical evidence of a non-cyanotic 
type of congenital heart lesion who died follow- 
ing a pulmonary infection. At autopsy he found 
a patent ductus arteriosus lying easily within 
reach behind the sternum. To quote him in part: 
“The simplicity of the remedy was so striking 
that I at once made further dissections and 
satisfied myself that it would be possible to ligate 
the duct provided a diagnosis could be made 
beforehand. In regard to making a diagnosis, 
however, my paediatric advisers were not re- 
assuring. In the hope that it may be possible to 
detect such a lesion in time to allow surgical 
interference I would urge those skilled in the 
diagnosis of infantile lesions to lend their aid... . 
Why should we consider surgical interference in 
cases of open ductus arteriosus? Because in spite 
of the fact that some cases may live to puberty, 
the chances of which must be small, we have 
the one cardiac valvular lesion which is relatively 


speaking superficial. Furthermore, the anomalous 
vessel is of good size, its ligation must be followed 
by instant and permanent restoration to a normal 
function of the lungs and arteries and it can 
be reached by a short surgical route.” 

Thirty-one years later the first operation on 
such a case was performed in Boston. The patient 
was a girl of 22 years, dying of subacute bacterial 
endocarditis. The ductus was found and ligated, 
the patient seemed very much better for four days, 
then died suddenly of acute dilatation of the 
stomach. 

The following year, 1939, the first successful 
operation was reported by Gross of Boston. The 
patient was a girl of 7% years who was stunted, 
underweight and had the typical murmur and 
thrill of a patent ductus arteriosus. 

Diagnosis 

The diagnosis of a patent ductus arteriosus is 
not always easy. To understand the diagnostic 
points one must remember that we are dealing 
with a persistent communication between the 
aorta and pulmonary artery, in which from one- 
third to three-quarters of all the blood expelled 
by the left ventricle into the aorta leaks back 
into the pulmonary artery. Except under very 
unusual circumstances the pressure in the aorta 
will always be higher and so cyanosis practically 
never occurs. The nature of the leak is very 
similar to an aortic regurgitation and the peri- 
pheral vascular signs are also very similar — 
Corrigan pulse, pistol-shot femorals and a low 
diastolic blood pressure. These findings do not 
occur in those cases in which the leak is small. 
There will be enlargement of the heart, particu- 
larly the left ventricle as there is in aortic 
regurgitation because of the greatly increased 
work required to compensate for the leak. There 
will be interference with growth and nutrition 
because of a diminution in blood flow to the 
periphery. 

These cases have a characteristic murmur— 
described as a machinery murmur—which is heard 
throughout the cardiac cycle, mainly in the region 
of the second or third left cartilage, but owing 
to its intensity is often heard over a wide area 
at the base of the heart. There is an associated 
thrill felt best at the site of maximum intensity 
of the murmur. 

The Electrocardiogram should be negative in 
uncomplicated patent ductus arteriosus. A marked 
right or left axis deviation should lead to a 
reconsideration of the diagnosis. 
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The X-ray is valuable in diagnosis and as an 
index of the amount of cardiac strain caused by 
the leak. There is nearly always an enlargement 
of the pulmonary conus. In cases with a small 
leak the heart may otherwise appear normal. In 
cases with a large leak there is usually general 
enlargement of the heart and of the pulmonary 
artery and its branches in the lungs. On fluoro- 
scopic examination these branches may be seen 
to pulsate. 

Summarizing the clinical findings in a case of 
patent ductus arteriosus we may therefore list the 
following diagnostic criteria: 

1. Machinery murmur. 

Thrill in pulmonic area. 

Increased pulse pressure. 

Stunting of growth. 

Absence of cyanosis and clubbing. 
Normal electrocardiogram. 

. X-ray signs—enlarged pulmonary conus. 


The diagnosis is not easy to make under two 
years of age and should never be made in the 
absence of the characteristic murmur. After two 
years of age it should rarely be made in the 
absence of the characteristic murmur. 

At this point I would like to relate briefly the 
histories of two patients who have recently under- 
gone surgery for patent ductus arteriosus. 

Case 1. P. K., born February 26, 1941, weight 
7 lbs. 10 ozs. Nothing of note was observed during 
the baby’s stay on the obstetrical ward and not 
until she was two months of age did I note any- 
thing abnormal about her heart. At this time 
I noted a systolic precordial murmur. When the 
baby was eight months old the murmur assumed 
the characteristics of a patent ductus arteriosus 
and this was noted in my records. She weighed 
18 lbs. and appeared to be doing very well. From 
this point on progress became slower and slower; 
weight gain was persistently below average and 
she began to develop frequent respiratory infec- 
tions associated with cough and lasting long 
enough that the ‘colds’ were almost continuous. 
She spent most of the first winter indoors. She 
weighed 19 lbs. at one year of age. She was 
never cyanosed. 


During her second year she grew but little, was 
always tired and listless, ate poorly and continued 
to have a great deal of respiratory infection. I 
saw her again when she was three years old. 
She was a thin, tired, unhappy looking child. Her 
colour was normal. Her heart was_ slightly 
enlarged to the left and there was a characteristic 
machinery murmur and thrill. Her blood pressure 
was not taken. X-ray of her chest showed an 
enlarged pulmonary conus. Electrocardiogram 
was normal. The phonocardiogram revealed a 
loud crescendo murmur continuing from systole 


right into diastole. Her weight was 29 lbs. Liver 
and spleen were not palpable. 

It was felt that this little child of three years 
satisfied the criteria for patent ductus arteriosus. 
Articles were appearing in the literature setting 
forth the possibilities of surgery. Most of the 
operated cases had however been older children 
or adults and many of them had been operated 
upon because of the presence of an infective 
endarteritis. This child was however doing poorly, 
her nutrition was below par. she was tired, listless, 
and a semi-invalid with her frequent chest colds. 
The situation was explained to her parents and 
she was referred to Dr. Harold Segall, of Mont- 
real, who had Dr. Dudley Ross see her with him. 
Dr. Ross had then successfully ligated some twelve 
cases but none younger than five years of age 
Both Dr. Segall and Dr. Ross after considering 
all angles decided that surgery was indicated in 
spite of the child’s age. They also noted a find- 
ing I had overlooked, namely a blood pressure 
reading 110/40, suggesting a considerable leak 
from aorta to pulmonary artery. 

On May 12, 1944, operation was performed. A 
large patent ductus, 4 mms. in diameter, was found 
and ligated. The blood pressure promptly rose to 
120/90; the murmur disappeared. Convalescence 
was uneventful and the little girl left the hospital 
on her 12th post-operative day. 

This child is now 4% years and and 1% years 
have elapsed since operation. She has not had 
a sick day in all that time. She plays well and 
plays hard, and no longer tires or retreats into 
a corner to sit down. She has grown five inches 
in a single year and has gained 10 lbs., so that 
she is now a very normal looking girl. Her 
nutrition is excellent. Her heart is normal in size 
and no murmur or thrill can be made out. Her 
blood pressure is 100/74. We feel the operation 
well justified. We now have a healthy normal 
child who does not carry with her the stigma of 
an organic heart murmur. In addition we think 
although we cannot yet be sure that we have 
prevented her from later developing a subacute 
bacterial endarteritis, a complication which used 
to bring life to an end at an early age for 25% 
of these cases. 


Case 2. S. B. was born May 12, 1939, the year 
of the first successful ductus ligation. Her heart 
was regarded as normal at birth and my first 
notation about a murmur was made at the age 
of two months. There were no blue spells and 
at no time then or later was cyanosis evident. 
Her murmur was a simple precordial systolic 
murmur at the start but in a few months assumed 
the characteristics of a patent ductus arteriosus 


murmur. 
The child gained very slowly in spite of 
adequate feedings and at one year of age weighed 
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only 15% lbs.—just double her birth weight. 
Growth and development continued to be greatly 
retarded. There were numerous respiratory infec- 
tions, and a great deal of cough of a spasmodic 
type, so that the child spent her first three winters 
indoors. 

At two years of age she weighed 21 lbs. Her 
heart was clinically enlarged to the left and there 
was a typical machinery murmur and thrill over 
the pulmonic area. The left side of her chest 
cage bulged anteriorly; she was pale, tired, list- 
less and stunted. Her height was 32 inches at 
two years. 

In the summer of 1944, when she was five 
years old, the situation was reviewed in the light 
of the excellent result obtained in Case 1. At 
this time, at the age of five years, she weighed 
33 lbs. and her height was 37 inches (— 4). Clinic- 
ally the diagnosis of patent ductus arteriosus 
seemed justified. The X-ray showed an enlarged 
pulmonary conus and an enlarged heart. The 
electrocardiogram was. negative and the phono- 
cerdiogram showed a continuous murmur through- 
cut svstole and diastole. 

She was referred to Dr. Dudley Ross who 
onerted in September. 1944. A large ductus was 
found and litigated. Convalescence was unevent- 
ful. althouch a transfusion was deemed necessary 
on the second day. 

At present Sheila is a little over six years old. 
“er weight is now 37 lbs. (27 lbs. post-op.) and 
her height is 41% inches. Her blood pressure is 
96/70. There is no murmur to be heard. She 
has not been ill a single day since operation. 
She is full of life and brimming over with energy. 

The family’s delight in the result of the oper- 
ation has however been dimmed by the fact that 


in February, this year, Sheila’s sister was born. 
The new arrival has a typical machinery murmur 
and thrill and all the signs of increased pulse 
pressure. Although she is barely six months old, 
the diagnosis of patent ductus arteriosus seems 
inescapable. 


Present Status of Surgical Treatment of Patent 
Ductus Arteriosus 


Since the report of the first successfully treated 
case in 1939 more than 150 ligations have been 
reported by 25 surgical teams up to the end of 
1944. Of these, 107 were uncomplicated and 81 
were successful. There were nine deaths, a 
mortality rate of 85%. There were 33 cases 
complicated by a superimposed bacterial endar- 
teritis; of these 20 were cured by operation—a 
survival of more than 50% in a disease with a 
previous mortality of almost 100%. 


It is evident then that all cases of bacterial 
endarteritis superimposed upon a patent ductus 
arteriosus should be submitted to surgery without 
delay. 


Should operation be advised in every case of 
patent ductus arteriosus as soon as it is diagnosed? 
When it is considered that the life expectancy in 
these cases is greatly reduced and that few survive 
early adult life. that subacute bacterial endarter- 
itis takes a very heavy toll — perhaps 25% of the 
cases—that many of these children are semi- 
invalids, dwarfed in stature, limited in strength, 
prone to respiratory infections, and show varying 
degrees of cardiac embarrassment, it is felt that 
surgery should be recommended in all these cases 
as soon as the diagnosis can be satisfactorily 
established. 


Obituaries 


Dr. Robert James Waugh 


Dr. Reuben James Waugh, veteran practitioner 
of Carberry, died at his home on October 15. 
Born at Wiarton, Ont., in 1875, he graduated from 
Trinity Medical College in 1902, and began prac- 
tice at Carberry in the following year. Dr. Waugh 
was not only a good doctor but a good citizen. 
For thirty-five years he was a member of the 
Carberry School Board, served as Mayor from 
1937 until his retirement, and represented the 
constituency of Norfolk in the Manitoba legisla- 
ture from 1920 to 1922. Surviving are his widow, 
four sons, Sgt. Perry and Capt. George, R.C.A.M.C., 
and Dr. Jack Waugh, practising in Winnipeg. and 
one daughter, Frances, Reg. N., of Winnipeg. 


His genial disrosition and sterling character- 
ter won him respect and many friends. 


Dr. John Muirhead Leney 

Dr. John Muirhead Leney died at his residence, 
273 Oxford Street, Winnipeg, on October 26. 
Born in Montreal, Dr. Leney graduated in medi- 
cine from McGill University in 1902 and came to 
Winnipeg in the following year. For a time he 
practised with Dr. W. A. Gardner, then was 
appointed medical officer for the Grand Trunk 
Pacific and Canadian National Railways and 
served in that position for thirty years until 1934. 
For the past two years he was medical officer 
at the department of pensions and veterans affairs. 
He is survived by his widow and daughter. 

When a patient complains of his heart, think 
of his stomach; when he complains of his stomach, 
think of his heart.—Lindsay. 
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FORMS OF 


( PENICILLIN 


ABBOCILLIN OINTMENT. Contains 1000 Inter- 
national units of Calcium Penicillin per gram. Recom- 
mended for the local treatment of skin conditions 
where Penicillin would seem indicated. Available in 
1-02. tin tubes. 


ABBOCILLIN OPHTHALMIC OINTMENT. An 
ointment which also contains 1000 International units 
of Penicillin Calcium per gram. It is packed in Ye oz. 
tin tubes with the applicator tip. Designed for the 
treatment of eye infections. 


- CALCIUM - ABBOTT ) 


ABBOCILLIN TROCHES. Each troche represents 
1000 International units of Penicillin Calcium. This 
form of Abbocillin is particularly designed for the 
oral treatment of infecti Available in bottles of 


ABBOTT LABORATORIES LIMITED 
20 BATES ROAD * MONTREAL + CANADA 
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Something Old 


The Boyhood of a Genius 
I was born in the year 1710, a few miles from 
Keith, a little village in Banffshire, in the North 
of Scotland; and can with pleasure say, that my 
parents, though poor, were religious and honest; 
lived in good repute with all who knew them, 
and died with good characters. 


As my father had nothing to support a large 
family but his daily labour, and the profits arising 
from a few acres of land which he rented, it 
was not to be expected that he could bestow 
much on the education of his children: yet they 
were not neglected; for, at his leisure hours, he 
taught them to read and write. And it was while 
he was teaching my elder brother to read the 
Scottish Catechism that I acquired my reading. 


1716. Ashamed to ask my father to instruct 
me, I used, when he and my brother were abroad, 
to take the Catechism, and study the lesson he 
had been teaching my brother and when any 
difficulty occurred, I went to a neighbouring old 
woman, who gave me such help as enabled me 
to read tolerably well before my father had 
thought of teaching me. 


Some time after, he was agreeably surprised 
to find me reading by myself: he thereupon gave 
me further instruction, and also taught me to 
write; which, with about three months I after- 
wards had at the Grammar School at Keith, was 
all the education I ever received. 

My taste for mechanics arose from an odd 
accident .. . When about seven or eight years of 
age, a part of the roof of the house being decayed, 
my father, desirous of mending it, applied a prop 
and lever to an upright spar to raise it to its 
former situation; and, to my great astonishment, I 
saw him, without considering the reason, lift up 
the ponderous roof as if it had been a small 
weight. I attributed this at first to a degree of 
strength that excited my terror as well as wonder: 
but thinking further of the matter, I recollected 
that he had applied his strength to that end of 
the lever which was furthest from the prop; and 
finding, on enquiry, that this was the means 
whereby the seeming wonder was effected, I begun 
making levers (which I then called bars); and 
by applying weights to them different ways, I 
found the power gained by my bar was just in 
proportion to the lengths of the different parts 
of the bar on either side of the prop .. .I then 
thought it was a great pity that, by means of 
this bar, a weight could be raised but a very little 
way. On this, I soon imagined, that, by pulling 
round a wheel, the weight might be raised to 
any height by tying a rope to the weight, and 

(Continued on Page 500) 


Something New 


Low back pain in women may be evidence of 
malignancy in the breast. In four instances back- 
ache was the only complaint of women who had 
palpable malignant nodules in their breasts. - 
Examination of the mammary glands should 
therefore be conducted in every case of low back 
pain. Radiograms in the early stages of the dis- 
ease may be of no help. 


Penicillin by Inhalation has been used in the 
treatment of bronchiectasis, lung abscess, chronic 
bronchitis and bronchial asthma. The amount 
given is 40,000 to 50,000 units dissolved in 1 c.c. 
of water and inhaled during nebulisation. Within 
an hour and sometimes within 15 minutes blood 
concentrations of 0.001 to 0.04 were obtained. 
Deep breathing and special nebulising apparatus 
brought about higher levels. 

Baroch, Silverstein, et al. Amer. Int. Med. 22:485. 


Paredrine hydrobromide has been found use- 
ful in the treatment of paroxysmal tachycardia, 
auricular or ventricular, and paroxysmal auricular 
fibrillation. The dose advised is 20 mg. hourly 
for 2 or 3 doses. Paredrine has a pronounced 
pressor action and is contraindicated in patients 
with hypertension. It elevates both the arterial 
and venous pressures for from 30 to 120 minutes. 
It slows the heart, lessens the refractory period 
and lowers the conduction rate. It is very slightly 
toxic and does not cause insomnia. 


Answers to three questions may avert the 
tragedy of perforated appendix. The questions 
are: 1. At onset did you feel as if gas or some- 
thing was stopped up inside? 2. At onset did 
vou feel that passing gas by rectum or moving 
the bowels would relieve the feeling? 3. Was 
the feeling completely relieved by passing gas 
by rectum or moving the bowel? If these three 
auestions (asked by E. L. Keyes; Surgery, 1945, 
17:270) are answered 1, yes; 2, yes, 3, no; then 
the patient has appendicitis and the surgeon need 
not wait for the pain to localize. The patient 
feels an urge to pass gas accompanied by a feel- 
ing described as “tugging” or “griping” or as a 
“heaviness” or “crampiness” or as a discomfort. 
The site is always in the mid-line, usually above 
but often below, the umbilicus. It leaves when 
localized pain appears. 
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The October Meeting 

As was to be expected our quarters were not 
large enough to hold the many who sought to 
attend the opening meeting of the session. The 
piéce de resistance was, of course, John Craw- 
ford’s story of how he fared as a guest of His 
Divine and Imperial Majesty the Emperor of 
Japan. I hope that we will have these experiences 
in print for you in the next issue. Dr. Allan Klass 
gave a paper on “German Surgery”—which, like 
the old grey mare, ain’t what it used to be. 
Maj. Meltzer spoke on “An unusual case of Pick’s 
disease.” Both of these papers will be published 
later. They were well prepared, well delivered 
and well received. 

Faith and Lots of It 

His Majesty, by and with the advice and con- 
sent of His Legislative Assembly of Manitoba, has 
made an “honest woman” out of Chiropractic. 
This Act (of which, I am sure, His Majesty has 
no personal cognizance) has deprived me of my 
erstwhile and innocent pastime of poking a bit 
of fun at Old Man Palmer. But “Fountain-head” 
Palmer is not the only False Prophet, and it 
seems to me that we have been missing good 
sport by neglecting the other proponents and 
followers of “screwy” forms of treatment. 


The faith of the man-in-the-street in quacks 
almost equals his distrust of ourselves. To many, 
it would seem, possession of scientific knowl- 
edge—of an understanding of the structure and 
function of the body—is an actual handicap to 
successful treatment. To be a good doctor, accord- 
ing to this line of reasoning, one should know 
as little as possible about the body and rather 
less about science. Ignorance thus becomes a 
prime requisite in a doctor: ignorance and faith 
the requirements necessary in a patient —and 
how often do these two go together! Now, reason- 
able faith is one thing and unreasonable faith 
something altogether different. It is this latter 


variety that has been defined as “the ability to ° 


believe what you know is not true.” If it were 
not for the prevalence of this variety there would 
be no silly people running to tea-cup readers, 
chiropractors (especially those who treat by 
radio) or faith healers. What quantity of faith, 
I wonder, do these people possess. 


I remember, as a little boy, asking the “chem- 
ist” to show me a grain of mustard seed so that 
I might have an idea of the quantity necessary 
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to move mountains. I had no such project in 
mind but was merely curious. The amount was 
surprisingly small. I wondered why people 
bothered to dig tunnels when by the proper 
exercise of a tiny particle of faith the whole 
mountain could be moved over. 


Obviously, faith entered very little into the 
calculations of engineers. On the whole, I felt, 
this was just as well. Geography was sufficiently 
troublesome as it was without people complicating 
it still further by pushing mountains and things 
all over the place. On the other hand it might 
be a good thing. For example if you got mixed 
up in your continents and said that the Andes 
were in South Africa it would be nice to dig up 
the mustard seed, put it to work and so justify 
your answer. Such were my musings when my 
neighbour, James Ferguson (20 miles away in 
space, 180 years distant in time), was writing his 
little book on moving things with levers. 

Now while faith, so far, has not succeeded in 
changing the landscape, some would have us 
believe that it has been effective with stones 
(gall- and kidney-) and with masses (tumours, 
ete.) and there can be no doubt that it has cer- 
tainly moved a great deal of gold and silver from 
one bank-account to another. 

Recently there has come to my notice a pamph- 
let about a couple of years old. It is a modest 
little thing about half the size of a small news- 
paper and it announces the coming to St. Boniface 
of a gentleman named Mons. De Grave, who is 
a “healer”. He has heard that there are sick 
people in St. Boniface and out of pity for them 
he is about to tear himself away from his accus- 
tomed haunts in the vicinity of Montreal to see 
what can be done about it. Looking back I can’t 
say that hospital beds were any easier to get 
during the period of his visit. 


This interesting document is full of medical 
failures and thaumaturgic successes. Mons. De 
Grave, we gather, is quite a lad. In the parlance 
of today he is a slick chick who is in the groove 
and does his cooking on the front burner. I’m 
not very familiar with that form of expression 
but you get what I mean. “It is,” he says, “where 
medical science is still groping in the dark that 
the powers of Mons. De Grave are seen at their 
best.” Judging by this little newspaper medical 
science seems to spend most of its time groping 
in the dark with Mons. De Grave always arriving 
with his flashlight in the nick of time. Take for 
example the stories of Tom and Bill. Tom can 
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get no sleep o’ nights because he’s always getting 
up to pee. Bill also cannot sleep o’ nights but 
it is because he can’t pee. The doctors, of course, 
have failed. They always do, it seems. But 
when hope appeared to have fled completely, they 
hear of Mons. De Grave. They apply to him. 
“Attendez!”’ he says in his quiet but authorita- 
tive voice. They attend. And then, almost before 
one can say “abracadabra” smiling Tom leaves 
the bathroom for a good night’s sleep, and beam- 
ing Bill shuts himself in to enjoy its now useful 
furniture. So, at least, it sounds. 

Then there’s the young woman with rheumatiz. 
For years she had made the rounds of the doctors, 


with, alas, no better luck than the lady referred © 


to by St. Mark who had “suffered many things 
of many physicians and had spent all that she 
had but was nothing bettered but rather grew 
worse.” So it was with Amelia. At last some 
one told her about Mons. De Grave. Hopeless, 
despairing, dispirited she sought him out — with 
the inevitable result. “In the space of a short 
time,” says the chronicler, “she received a per- 
manent cure.” One day she arrived at the bureau 
of Mons De Grave “with a great smile on her 
face.” It was such a bee-u-tiful smile that happy 
Mons. De Grave rushed her off to a photographer 
while the smile was still in situ. Then he put 
the picture in his little newspaper in case the 
pains might come back (which they probably did) 
and chase away the smile until the next time 
that she got a “permanent cure.” I’ll bet that 
when she tells her husband that she is going to 
get a “permanent” he asks her whether she 
means a hair-wave or a cure. 

How I wish that I had time to tell you about 
Aurele who was cured of rheumatism after one 
visit; about Rose whose joie de vivre had been 
ruined for ten long years by “gall bladder 
trouble” and who was cured without operation; 
about Victorine who “was in great danger of a 
complete breakdown” when, Glory be! she was 
steered to Mons. De Grave who cured her of a 
“dangerous goitre”’; about Adelaide whose water- 
works went on the blink; about a host of others, 
mostly rheumaticky, who, after dropping in to 
see Mons. De Grave, found themselves behaving 
like the scenery in the 114th Psalm (the moun- 
tains skipped like rams and the little hills like 
young sheep). According to Mons. De Grave, 
if faith can’t move mountains ‘it will at least 
make you behave like a mountain in the process 
of moving. 

What sort of person is this miracle-worker? 
Alas, he did not think to add his photo to his 
gallery of grateful patients. We are all familiar 
with the hirsute facies of Old Doc. Chase and 
the Smith Brothers. In an instant we can call 
before our mind’s eye the prim features of Lydia 


(Vegetable Compound) Pinkham. But to our 
imagination is left the task of limning the linea- 
ments of Mons. De Grave. Judging from the 
prowess he exhibited in childhood I doubt not 
that a description at that period would read 
like this. “He was charmingly beautiful, although 
young. He was grave, and in his eyes there was 
a serious look.” So, according to the “Causeries 
du Mundi” of Sainte-Beuve, does Mme de Motte- 
ville describe ten-year-old Louis XIV, who also 
was quite a lad though in a different way. 


In his news-sheet Mons. De Grave gives us 
a few glimpses of himself. He writes (always in 
the third person) “as a child he showed signs 
of possessing some altogether spiritual gifts to 
heal.” “When only ten years old he accomplished 
healings in a manner that can only be described 
as miraculous.” Goody for you, Johnny De Grave! 
Tll bet that when his pet teacher got a green 
apple little Johnny would sidle up and say “It’s 
all right, Teacher. I'll cure your gripes.” 

Mons. De Grave attacks disease in a definitely 
unorthodox manner. He does not diagnose. He 
prescribes no medicines. He suggests no treat- 
ment. In one place, in an outburst of candour, 
he admits that he does not even cure. Yet in 
spite of these handicaps he makes sick people 
well. How does he do it? I wish I knew. If I 
did I’d tell him because, you see, it’s a puzzle 
that Mons. De Grave has spent his lifetime trying 
to solve and he can’t do it. If he were on the © 
radio his theme-song would be “I don’t know 
how I do it, but I do, do, do.” After years of 
serious contemplation the closest he can come 
is this “The only conclusion one can come to is 
that Mons. De Grave must possess certain in- 
explicable powers.” Very few people, he tells 
us, possess these “mysterious powers” and “Mons. 
De Grave is one of the very, very few persons 
who has decided to put this great gift at the 
disposal of the sick and suffering.” According to 
himself this “gift” is heap strong magic. His 
files, he says, are filled with “records of seem- 
ingly unbelievable cures concerning every disease 
known to mankind.” That covers just about 
everything including acanthosis nigricans, mol- 
lucsum fibrosum, and a few other things that give 
most of us a spot of bother. It also includes piles. 
I wonder how he is on piles. 


It certainly is remarkable, and one can quite 
understand Mons. De Grave asking the question 
“How can one visit an ordinary man what makes 
no diagnosis of your ailment, prescribes no medi- 
cines and suggests no treatment and still be 
cured?” The answer seems obvious —he can't. 
But Mons. De Grave has another one. He con- 
tinues “The only answer to that question is that 
Mons. De Grave is not an ordinary man.” Silly 
of us. Why didn’t we think of that before? 
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The doctors, unlike Mons. De Grave, are only 
ordinary men. “The’ fact that they fail in certain 
cases is no reflection on their part,’ he says. 
“They are only human and human beings are 
fallible.” In spots they’re not too bad, they make 
the good diagnose but the treatment — Oo la la! 
she is not so hot. I’m afraid he has got us there. 
Sometimes we don’t even make the good diag- 
nose and it’s mighty thoughty of Mons. De Grave 
to let us down so lightly. As a matter of fact 
Mons. De Grave is rather nice to the doctors. 
“Within the limits of their knowledge they have 
done and are doing more for suffering humanity 
than any other class of people.” That’s more 
than the chiros are likely to admit. Furthermore, 
it sort of takes the wind out of my sails. Can I 
in turn say something nice about Mons. De Grave? 
Til tell you what T’ll do, Mons. De Grave. If 
the plumbing jobs you did on Tom, Bill and 
Adelaide are still giving complete satisfaction; if 
Amelia’s cure was really permanent; if Rose’s 
gall-stones and Victorine’s goitre have never 


James 


We make reference to this famous Scot at this 
time chiefly because our November meeting falls 
upon the anniversary of his death in 1776. What 
manner of man he was can be gathered from 
the short abstract from his “Life” which you 
will find under the heading “Something Old”. 

Ferguson studied medicine at Edinburgh but 
practiced only long enough to realize that his 
genius lay elsewhere. He supported himself for 
a while as an artist but his great love was 
astronomy and to it he gave every moment he 
could spare. He devised many most ingenious 
pieces of apparatus that showed the simultaneous 
movements of the earth and the planets. These 
marvellous pieces of machinery won him fame. 
The King, then George III, was greatly interested 
in Ferguson’s mechanical devices and the Scot- 
tish astronomer was frequently commanded to 
attend His Majesty at Kew or St. James’s. Later 
the King conferred an annuity upon him. 

In 1763 Ferguson applied for the clerkship of 
the Royal Society but was out-voted in favour 
of a great linguist called Emanuel da Costa. 
Apparently da Costa had “taking ways” for he 
decamped a few years later with the funds of 
the Society. Ferguson, however, though not given 
the clerkship was admitted a Fellow and it was 
resolved “that, on account of his singular merit 
and of his circumstances, he be excused the usual 
admission fee and also the annual contributions.” 

Genius and domesticity are seldom if ever 
found in the same person. Ferguson was married 
but he gave little time, or even thought, to his 
wife and children. Barricaded in his workshop 


bothered them again, then I'll take it all back 
and say that you are as good as you say you 
are which is very good indeed. And, if you can 
dig out of that interesting file of yours one soli- 
tary cure of endocarditis lenta, or tuberculous 
meningitis, or “poker spine”, or “shaking palsy”, 
I'll say you’re even better than you say you are 
and I'll even engage to believe that little touch 
about “unbelievable cures concerning every dis- 
ease known to mankind”. The fact is, Mons. De 
Grave, that your naiveté is so appealing that it 
disarms me. I cannot find it in my heart to be 
other than kindly disposed toward you. Perhaps 
it is because you are not too hard on the doctors. 
Perhaps it is because of your excessive modesty 
which compels you to admit that there are very 
few like you. Perhaps it is because you are not 
training a lot of little quacklings to run about 
all over the earth proclaiming that they alone 
are right and everyone else is wrong. In any 
case I give you my respects, Mons. De Grave. 
Adieu and good quacking. a. 


Ferguson 


he tuned his ears to catch the music of the 
spheres which was constantly drowned by the 
angry declamations of his wife and the bickering 
of his children. He was a poor provider, an 
inattentive husband and a neglectful parent. No 
wonder that his wife grew angry. On one occasion 
while Ferguson was giving a lecture his wife 
entered the hall, swept his apparatus from the 
table and stamped upon it. Ferguson turning to 
his audience said: “Ladies and gentlemen, I have 
the misfortune to be married to that woman.” 
She, poor thing, might with justice have retorted: 
“And I have the greater misfortune to be married 
to that man.” In his “Life” he scarcely mentions 
his wife. Sir Walter Scott, also, seldom referred 
to Lady Scott. Those who are old-fashioned 
enough to read or to remember the Waverley 
Novels will recall that, with one exception, all 
of Scott’s heroines were motherless. Flora M’Ivor 
and Rose Bradwardine in Waverley, Jeanie Deans 
in The Heart of Midlothian; Edith Bellendine in 
Old Mortality; Alice Lee, Margaret Ramsay, Amy 
Robsart, and all the others save only Lucy Ashton 
were without mothers It was as if Scott sought 
to avoid the sore spot in his own family life, and 
so was it also with Ferguson. 


There were four children of the marriage. The 
eldest son died of consumption. Two other sons 
became doctors but neither was successful. The 
daughter, beautiful, accomplished and vivacious, 
had the misfortune to catch the eye of a philan- 
dering man-of-fashion. She became his mistress 
but was later discarded and after failing to sup- 
port herself in several semi-respectable ways 
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joined the ranks of the street-walkers. There is 
a story about the light from an open door falling 
upon father and daughter. He glanced without 
recognition; she recognised and fled. Among 
mechanical geniuses Ferguson was probably one 
of the greatest. His books were read and quoted 
widely. He was honoured by his King and by 
his colleagues. Towards the end of his life 
wealth was added to fame. But despite all these 
things that another might envy Ferguson knew 
little happiness. His vision failed him and during 
the last six months of his life he was attended 
only by strangers who were not always patient 
with his sufferings. He was tortured with the 
pain of kidney-stones. Urination was difficult 
and at times he could scarcely get his breath. 


His wife was dead. His daughter was a source 
of sorrow. His sons were unfilial. His friends 
neglected him. Such was the melancholy end of 
the little boy who at the age of six gave so great 
evidence of a consuming thirst for knowedge. 
That thirst he satisfied but he died still hungry 
for love. 

&. 
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winding rope around the axle of the wheel; and 
that the power gained must be just as great as 
the wheel was broader than the axle was thick; 
and found it to be exactly so, by hanging one 
weight to a rope put round the wheel, and 
another to the rope that coiled round the axle. 
So that, in these two machines, it appeared very 
plain, that their advantage was as great as the 
space gone thro’ by the working power exceeded 
the space gone through by the weight: and this 
property I also thought must take place in a 
wedge for cleaving wood; but then, I happened not 
to think of the screw ... By means of a turning- 
lathe which my father had, and sometimes used, 
and a little knife, I was enabled to make wheels 
and other things necessary for my purpose. 


I then wrote a short account of these machines, 
and sketched out figures of them with a pen, 
imagining it to be the first treatise of the kind 
that ever was written: but found my mistake 
when I afterwards shewed it to a gentleman, 
who told me that these things were known long 
before, and shewed me a printed book in which 
they were treated of: and I was much pleased 
when I found, that my account (so far as I had 
carried it) agreed with the principles of mechanics 
in the book he shewed me. And from that time 
my mind preserved a constant tendency to improve 
in that science. 

“The Life of James Ferguson,” by Himself. 


Doctors Returned to Civilian Practice from 
Armed Services 


The following doctors have been discharged from the 
services and are now back in practice. Their office 
addresses and telephone numbers are given so that you 
may easily inform their old patients where they may be 
found: 


Telephone 
Name Address No. 


Adamson, Dr. Gilbert L., Winnipeg Clinic, Winnipeg - 97 284 
Anderson, Dr. Julius, 185 Maryland St., Winnipeg 404 065 
Barrie, Dr. J. G., 11 Rosewarne Ave., St. Vital _......... 204 643 
Bell, Dr. P. G., Deer Lodge Hospital, Winnipeg 62 821 
Bissett, Dr. E. D. R..... = . Pine Falls, Man. 
Bleeks, Dr. Cherry K., 105 “Medical Arts, Blag., Wpg. 93 273 
Carleton, Dr. M., 603 Boyd Bldg., Winnipeg . 94 763 
Clark, Dr. C. W., 216 Medical Arts Bldg., Winnipeg _ 94 354 
Cooper, Dr. Ross H., 212 Medical Arts Bldg., Winnipeg 93 103 


Cram, Dr. J. B., 409 Power Bldg., Winnipeg _. 95 165 
Croll, Dr. L. D., 661 Broadway, Winnipeg 72 138 
Davidson, Dr. A. M., 6 Medical Arts Bldg., Winnipeg 95 683 
Easton, Dr. S., 216-7 Curry Bldg., Winnipeg 26 477 


Elvin, Dr. Norman L., 314 Medical Arts Bldg., Wpg. 95317 
Fahrni, Dr. Gordon S., 105 Medical Arts Bldg., Wpg. 93 273 
Han.ilton, Dr. Glen F., 408 Medical Arts Bldg., Wpg. 93 846 
Henneberg, Dr. C. C., 302 Medical Arts Bldg., Wpg. 92710 
Hillsman, Dr. J. A., 308 Medical Arts Bldg., Winnipeg 97 329 
Hitesman, Dr. R. J., 512 Medical Arts Bldg., Wpg. 94 808 
Jauvoish, Dr. S., 206 Boyd Bldg., Winnipeg .. ___._ 93 240 
Kobrinsky, Dr. Sydney, 505 Boyd Bldg., Winnipeg 93 912 
Lansdown, Dr. L. P..._. .......... Pine Falls, Man. 
MacDonnel, Dr. J. A. K. (lady), “Winnipeg Clinic... 97 284 


MacKinnon, Dr. W. B., 661 Broadway, Winnipeg . 712138 
McKenty, Dr. V. J., 205 Boyd Bldg., Winnipeg .... 94112 
MeNicol, Dr. H. L., Deer Lodge Hospital, Winnipeg — 62 821 
Medovy, Dr. Harry, 401 Boyd Bldg., Winnipeg . 93849 
Neilson, Dr. Clive, 404 Medical Arts Bldg., Winnipeg 94 041 
Ramsey, Dr. F. G., 90 Lenore St., Winnipeg ........ 39 531 


Revell, Dr. D. G., Winnipeg General Hospital, Wpg... 87 681 
Richardson, Dr. R. W., 105 Medical Arts Bldg., Wpg. . 93 273 
Sommerville, Dr. A. N., 614 St. Mary’s Rd., St. Vital .. 

Stephenson, Dr. Earl, 409 Power Bldg., Winnipeg 95 165 
Swan, Dr. R. S., 215 Medical Arts Bldg., Winnipeg _ 94 354 
Tisdale, Dr. Paul K., Deer Lodge Hospital, Winnipeg . 62 821 
Walton, Dr. C. H. A., Winnipeg Clinic, Winnipeg 97 284 
Whelpley, Dr. E. H., 586 Ingersoll St., Winnipeg 39 061 
Brownlee, Dr. T. I.. Russell, Man. 
Davidson, Dr. D. A. Cartwright, Man. 
Jacobs, Dr. A. L. The Pas, Man. 


Free Library Postal Rate for the Medical 
Profession Within Manitoba 


The Medical Library has a reduced postal rate 
for use on all loans of BOOKS and PERIODICALS 
mailed to the medical profession residing within 
the Province of Manitoba. When the borrower 
receives the loans, all that has to be done, is to 
SAVE THE WRAPPER, with the LABELS sup- 
plied by the library, and follow the instructions 
thereon. NO POSTAGE need then be PAID. 


He is the best physician who is the best inspirer 
of hope.—Coleridge. 
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CONVE 


“Dyspepsia” due to hyperchlorhydria is the most common of 


ail gastric disturbances. - - By prescribing Creamalin for the 
control of hyperacidity, the physician is assured of prolonged 
antacid action without the danger of alkalosis or acid rebound. 
Through the formation of a protective coating and a mild astrin- 
gent effect, nonabsorbable Creamalin soothes the irritated gas- 


tric mucosa. Thus it rapidly relieves gastric pain and heartburn. 


CREAMALIN 


Tredemork Reg U.S. Pet & Concde 


WINTHROP CHEMICAL COMPANY, INC. 


Pharmaceuticals of merit for the physician 
General offices: WINDSOR, ONT. 


Quebec Professional Service Office: 
Dominion Square Building, Montreal, Quebec 


|| 
OLY 
deturtance 
the most common gate distur 
WINTHRO! 


=~ 


the important case 


When a patient suffers from a mild degree of 
nutritive failure, or requires regular nutri- 
tive prophylaxis as in pregnancy, the care- 
ful physician prescribes the entire dietary 
allowance—and no less—that are recom- 
mended by the Food and Nutrition Board 
of the National Research Council, 


For literature, write 
E. R. Squibb & Sons of Canada Limited 
36-48 Caledonia Road, Toronto 


Squibb Special Formula Vitamin Capsules 
meet these essential requirements, Only 
one capsule daily, administered under the 
physician’s direction, provides: 


VitaminA . % - 50090 units 
Niacin . - 20mg. 
Ascorbic Acid . . 75 mg. 


SQUIBB Special 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1888 
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Editorial 


J. C. Hossack, M.D., C.M. (Man.), Editor 
R. B. Mitchell, B.A., M.D., C.M. (Man.), F.R.C.P. (C), Associate Editor 


The New President 


The new President of our Association is Dr. 
P. H. McNulty. His fairness and friendliness, his 
common-sense and industry, made his unanimous 
election a foregone conclusion. These qualities 
assure him of the support of the membership 
and assure the members that their affairs will 
be well looked after. Those elected to serve with 
him were well chosen and we have every reason 
to feel confident that our interests will not be 
neglected during the coming year. 


Thank You 


I take this opportunity of thanking my friends 
who attended the St. Boniface Clinical Meeting 
of the recent Convention for so kindly remember- 
ing me. It was very good of you. Thank you 
very much.—J. C. Hossack. 


A Hospital Section 


I would like to have a Hospital Section in the 
“Review”, not merely to keep our readers inform- 
ed on what is afoot in the City hospitals but also 
to tell them what is going on in hospitals outside 
the City. The doctors in Dauphin, for example, 
are interested in what is doing in Winnipeg, but 
many Winnipeg doctors are interested in the men 
practicing in Dauphin. I suggest that the secre- 
taries of the various hospitals let us know what 
is stirring in their own centres. There are 
periodically changes in Executive Committees, in 
personnel of Staffs, in hospital policies. Many 
hospitals have plans for changes in buildings and 
equipment. In the local hospitals changes in 
regulations can quickly be brought to the atten- 
tion of all the City doctors. There are other 
ways, I am sure, in which we can serve both the 
institutions and the _ profession. Ideally this 
“Review” should be a chronicle of all the medical 
happenings in the Province, and, with the help 
of the various secretaries, we can make it so. 

Luncheon Programmes 

Many of our readers have told me that they 
derive much useful information from the sum- 
maries of the presentations given at the Hospital 
Clinical Luncheons. We can make these summar- 
ies still more useful if the speakers will take an 
interest in their preparation for publication. If 
each speaker would prepare a brief synopsis or, 
better still, prepare his own summary, we would 
be better able to give to our readers exactly what 
the speaker wishes to convey. Many of the cases 

. presented might very well be extended into longer 


Case Reports. Here the intern on the case could 
be encouraged to break into authorship. At one 
time prizes used to be given to the interns who 
prepared the best history in each department 
each year. A prize offered for the best history 
each month might inspire the interns to take 
greater interest in their histories, would reward 
those who took good histories and would furnish 
our readers with details not possible of inclusion 
in a short summary. We would like to include in 
this Section similar summaries from hospitals out 
of town. The importance of a case does not lie 
in the size of a hospital or in the size of an 
audience but in the condition presented. Interest- 
ing cases are interesting wherever they are 
shown and every one wants to hear about them. 


Dr. Alfred Cox, O.B.E., LL.D., M.A., M.B. 


The note to Manitoba readers which follows 
is from Dr. Alfred Cox. As many of our readers 
will remember, Dr. Cox, as secretary of the Brit- 
ish Medical Association (1912-1932), visited Mani- 
toba in 1924 and 1930. In 1924 he was accom- 
panied by Sir T. Jenner Verrall, and the occasion 
of the visit was the invitation from Manitoba 
Medical Association for the British Medical Asso- 
ciation to hold its annual meeting in Winnipeg. 
Sir Jenner, Dr. Cox and Dr. Gordon Fahrni, 
President of the Manitoba Medical Association, 
addressed a large public meeting in Central 
Church, Winnipeg. When the B.M.A. held its 98th 
annual meeting at Winnipeg in 1930, Dr. Cox 
made still more friends. The University of 
Manitoba gave him the honorary degree of Doc- 
tor of Laws and the Manitoba Medical Association 
made him an honorary member. Despite the 
heavy duties of his post, Dr. Cox was and remains 
an excellent correspondent. He retired as Secre- 
tary of the British Medical Association in 1932 
and is now acting secretary of the National 
Ophthalmic Treatment Board with offices in Brit- 
ish Medical Association House, London. 


London, W.C. 1, 
Sept. 17, 1945 
Dear Ross Mitchell: 

The regular receipt of the Manitoba Medical 
Journal gives me great pleasure as a reminder 
that in a small way I am one of you. I must 
confess that the more professional articles gen- 
erally remain unread for it is many years since I 
did any practice and a new language has grown 
up which I only dimly understand. But there 
are others; and when I read them I realize that 
you are struggling, and not unsuccessfully, with 
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pretty much the same problems as worried me 
when I was at the B.M.A. 


And I am rejoiced when I see a familiar name, 
such as your own, or Fahrni’s or Adamson’s. They 
remind me of the good fellows I met on my visits 
to Winnipeg and of their kindness and hospitality. 
Alas! there is one name (not forgotten in Winni- 
peg I am sure) which can never now appear as 
a contributor. I mean Harvey Smith, one of the 
best friends I ever made and certainly not the 
least distinguished in the long line of B.M.A. 
Presidents. 


If you have an opportunity I should be glad 
if you would convey to my fellow members of 
the M.M.A. my feelings of respect and affection 
for the Association and my best wishes for its 
continued prosperity. So long as I am able to 
take an interest in anything I shall welcome news 
of or from Winnipeg and Canada. 


Yours sincerely, 


Alfred Cox. 


Letter from China 


House 40, Lane 1209 Sinza Road, 
Shanghai, China. 
August 25, 1945. 
Dear Professor Cameron: 

I have just learned that the Comfort Mission 
of Americans which landed in Shanghai last week, 
in advance of the Occupation Forces, is arranging 
for a special mail service and I am trying to send 
this message to you, the second since the war cut 
us off entirely from the West, and even from the 
interior of China (Free China). We have surely 
been enslaved and the last few months have been 
a nightmare for most of us who are not doing 
heavy manual labour nor speculating on the stock 
market. The greater part of the latter were 
“caught with their pants down” due to the sudden- 
ness of the Jap’s announcement on the 11th, and 
most of us are glad that it happened thus, because 
these speculators really aggravated our sufferings. 
Imagine our predicament when through their 
manipulations, especially through “black market” 
dealings, one had to pay $250,000 for $1 U.S. note. 
Everybody knew the local currency was depre- 
ciating and everyone tried to protect what little 
they have by buying U.S. dollars, gold nuggets, 
or Chungking currencv or Hong Kong currency. 
These were officially forbidden, but as one says, 
there is a black market for everything in Shang- 
hai, as long as you have the money to dabble 
with it. Gold went uv to $30,000,000 for 1 oz. 
($35 U.S.). With each jumn in the rrices of these 
items food and commodities exverienced a con- 
comittent rise. Our month'y supplv of rice. if 


bought at present prices, will cost us $3,000,000. 
Beef and pork sell at $60,000 per lb.; a cake of 
washing soap costs $40,000, and poor quality at 
that. A pair of cotton shorts was sold for $250,000, 
while $500,000 for a pair of shoes is considered 
reasonable. And all the time most of us tech- 
nical men, with nothing to speculate on, draw 
about $250,000 to $500,000 per month. Last month 
we were offered soft coal at $1,500,000 per ton, 
and I was just going to decide to spend the winter 
without any heating. Things have not changed 
so much yet, as the occupation forces have not 
come in yet. The prices have dropped somewhat. 
The market is very jittery because of the anxiety 
over the future of our currency. Chungking’s 
return will surely mean the abolition of our local 
currency, the CRB dollar (China Reserve Bank — 
we call it the China Rotten Bank). To rent a small 
one-room flat in an apartment today, one has to 
pay before one enters — buy money we call it — 
from one to three gold bars (i.e., $300,000,000 to 
$1,000,000,000 CRB). These seems like a repetition 
of the old German mark days—so the German 
refugees tell me. Yet there are people—often just 
senior clerks and small proprietors of opportunist 
establishments who regularly throw away $300,- 
000 for a tiffin, and $150,000 for a cup of Maxwell 
House, and think nothing of it. Do you blame 
me for reading Upton Sinclair? 

Perhaps you know that I resigned from the 
Henry Lester Institute when the Japanese auth- 
orities presented us with a contract, one of its 
items stipulating that we must be willing to co- 
operate with them in carrying out problems of 
military value, and go wherever we were ordered 
to go. Some members remained, and though these 
terms were not carried out, they nevertheless suf- 
fered a great deal. I left as soon as I read the 
contract, and joined a local pharmaceutical con- 
cern, honing to carry on some nutritional research 
work. However, local enterprises have not devel- 
oped to the point where they can suvvort such 
proiects and I am expecting to step out as soon 
as the local situation stabilizes itself. We started 
out all right. The Manager rnromised evervthing 
that I asked for, but as soon as I signed, difficul- 
ties cropped up, which are only possible here. We 
have the great handicap here in that we have 
no technical institution nor solidarity among the 
nrofessional men to help us under such conditions. 
However, having signed un, I tried to make the 
best of the situation, and have continued till the 
nresent. Though I would like very much to help 
the local industries organize themselves into some 
sort of presentable shape, I feel that I cannot 
do anything at present, not knowing how things 
heve been welded into shape in the West. 

To bolster my finances I have had to take on 
outside teaching and for the past three semesters 
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taught Biochemistry and Physiology in the Univer- 
sity of Shanghai and Hua Tung University. 


Another phase of studies that have occupied 
part of my time is the subject of Vitamin A. We 
had such a great demand for Cod Liver Oil that 
local mushroom factories cropped up making oil 
from stale livers which contain from 0—150 L.U. 
per gm. and resembling the nauseating stuff I had 
to swallow in my childhood days, and they were 
selling at $120,000 per lb. The reason was because 
the Japs prohibit local shipping enterprise except 
under their surveillance. Also so many compli- 
cations have been instituted, that to sail into 
Shanghai from the ocean, which formerly took 
only a few hours, required from one to two days, 
so that all fish coming in are in various stages 
of decomposition by the time they reach port. 
No scientific research has been done locally on 
the possibilities of loca! fishes, and in this weather 
special equipment must be used, instead of the old 
steaming procedure. We tried to do something 
locally, but we cannot get out of port for studies 
on the spot. I would like very much to help the 
country in organizing some work of this sort, and 
have been doing a little work on a Marine Pro- 
ducts Research Council with the Nanking crowd 
meinly on the vitamin question, but of course 
under cover. The return of Nanking will bring 
this work to the fore. My plan is to spend a 
few months or more studying the local situation 
and then going to see how things are run in the 
Experimental Stations in Canada and the States. 
At the same time I think there are some canneries 
in the West run by Chinese, and would like to 
get some of the Canadian born boys back and buy 
a few islands outside of the mouth of the Yangtse 
to start a fishing concern there. I hate the local 
big enterprise. The Shanghai commercial man 
is about the worst in China. No ethics; worse 
than Sinclair’s descriptions in “William Fox”. Id 
like to get a bunch of Canadian born boys with 
their Westernized attitude and ideals. However, 
these are still dreams. I must wait to see what 
the attitude of the Chungking group will be like, 
especially towards those of us who stayed in 
Shanghai, instead of resigning and taking the long 
trek to Chungking. I hate to try to worm in by 
pull, since I can get some as I have an old uncle 
quite well up in the interior—the new mayor of 
Nenking. I am just wondering whether you are 
still connected with the Biological Board of Can- 
ada, and if so. suppose I could land myself in 
Victoria, if it would be possible for me to get 
permission to spend a few months at each of the 
Experiment Stations, and learn something of 
what is being done, or what should be done to 
organize such stations. My difficulty at present is 
mainly financial. but a way out may yet be found. 
However most likely I won’t be able to go over 


by plane, and it will most likely be months yet 
before steamship service can be started. But I 
just like to scout the possibilities. 

Since Dec., 1941, we have been entirely cut 
off from America, and a few months later even. 
from Europe excepting Soviet Russia. We are 
therefore just about one student generation behind 
in our information on scientific progress. I have 
not seen a copy of the J.A.M.A. or any other 
journal since Nov., 1941. With the present 
impossible exchange and’ disorganization of all our 
libraries in Shanghai, few can afford technical 
journals. I remember when in Manitoba, the 
librarians at the College were soliciting old back 
numbers from doctors’ offices or files mainly for 
exchange. Do you think it will be possible for 
me to get some from them for our local use? 
Anything on Medicine or Chemistry from say 
Sept., 1941, on. I have been editing a Review 
of Medical Progress, with translations mainly of 
Russian work. This will stop with the present 
issue, and will be incorporated with the Shanghai 
Medical News and Chinese Medical Journal, the 
former of which I am editing, under the Chinese 
Medical Association. The Association library and 
four of the six local medical schools will also 
have to reorganize their libraries and any litera- 
ture we can get will be greatly appreciated. 

Please give my best regards to all our mutual 
acquaintances, especially Mr. Carmichael, Dr. 
Ormerod, White, Moorhouse, Prof. Armes, Dr. A. 
M. Davidson, etc. By the way, I might add that 
Andrew is in Hong Kong with his family and 
my parents, but haven’t heard from them for 11 
months now, while George is in Chungking, also 
not heard from him for two years (you see we 
are entirely isolated even from other cities in 
the occupied territories). Would like to know 
what became of Jack. We haven’t heard from 
him at all for the last three years. 

By the way—remember Roy Mar—he’s in 
Chungking. His mother and father (Mar Joe, the 
fat cook at the W.G.H.) both died here about 
three years ago—the mother first from pneumonia 
—with I think sulphathiazole anuria—and a few 
months later the old man also went. Mrs. Mar 
and I were present when both went. They left 
here in Shanghai the second son and two young- 
est daughters. 

Would like to get some Manitoba news from 
you if you have time to drop me a few lines. 
Cheerio! 

Your grateful student, 


PETER E. MAR. 


No patient can be said to be cured of tuber- 
culosis till he is safely dead of some other disease. 
—R. C. Wingfield. 
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for Offeclive Treatment of 
TRICHOMONAS VAGINITIS 


Most cases of Trichomonas vaginitis are cleared up by 
2 insufflations, a week apart, using Compound Silver 
Picrate Powder, plus supplemental home treatment 
with Vaginal Suppositories Silver Picrate, 1 every 


night for 6 nights following each insufflation. 


@ COMPOUND SILVER PICRATE POWDER—F or vaginal 
insufflation. Contains 1% Silver Picrate, Wyeth, 
in purified kaolin. Vials connect directly into 
Shelanski insufflator but may be used with 
other surgical “powder blowers.” Supplied 
in cartons of six vials, of approximately 
5 grams each. 


@ VAGINAL SUPPOSITORIES, SILVER PICRATE—A vail. 
able in 1-grain and 2-grain strengths. Boroglyce- 
ride and gelatin base. Supplied in boxes of 12. 


SILVER PICRATE 


JOHN WYETH & BROTHER (CANADA) LIMITED 
WALKERVILLE - ONTARIO 
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Personal Notes and Social News 


Dr. and Mrs. F. K. Purdie, of Griswold, Man., 
have just returned froni an extended vacation 
by motor to Eastern Canada, during which 
they attended the wedding on September 29th, 
at Toronto, of their elder. son, Captain Francis 
J. E. Purdie, R.C.A.M.C., Camp Borden, to 
Nursing Sister Gwyneth Jones of Toronto, Ont. 


Captain Sam. Kobrinsky, R.C.A.M.C., son of Dr. 
and Mrs. Sol. Kobrinsky, was married on Nov- 
ember 4th, 1945, to Lieut. Nursing Sister 
Flora Lacroix, R.C.A.M.C., daughter of Mr. A. 
Lacroix. 


Surgeon-Lieut. Kenneth Davidson, R.C.N.V.R., is 
now associated with his father, Dr. A. M. 
Davidson, at 6 Medical Arts Building. 


Dr. and Mrs. C. Sheppy Hersfield are happy to 
announce the birth of a daughter on October 
26th, 1945, at St. Joseph’s Hospital. 


Dr. O. C. Trainor was re-elected president of the 


Manitoba Hospital Association at the Associa- 
tion’s 24th annual convention. 


Dr. W. R. L. Gunn, who recently returned from 
overseas, has been appointed medical super- 
intendent of Deer Lodge Hospital. 


Dr. Lennox Arthur was elected honorary presi- 
dent of No. 5 Canadian General hospital unit, 
at its first annual meeting. 


Dr. Gilbert L. Adamson, recently demobilized 
from the R.C.A.F., is now an associate at the 
Winnipeg Clinic. 


Lieut. Max Rodin, R.C.A.M.C., son of Mrs. Rodin 
and the late B. Rodin, was married on October 
30th to Rowena, daughter of Mr. and Mrs. 
Morris Waldman. 


Dr. Daniel G. Ross has left Winnipeg to reside in 
Toronto, Ont. 


Dr. and Mrs. J. M. Ridge are happy to announce 
the birth of a daughter (Frances Elinor) on 


October 13th, 1945, at the Winnipeg General 


hospital. 


Dr. M. B. Walters, son of Mr. and Mrs. I. Walters, 
was married to Kay, youngest daughter of Mr. 
and Mrs. Kay Rothstein. The marriage took 
place Saturday at 6.30 p.m., in the tea lounge 
of the Royal Alexandra Hotel. 


Dr. J. Downey, recently demobilized from the 
armed forces, is now in civilian practice at 
333 Bartlett Ave., Winnipeg. 


Dr. Jutta Brokovski, formerly of Winnipeg, has 
moved to Brandon, Man. 


Dr. James Gilman Barrie, recently demobilized 
from the armed forces, is now in civilian prac- 
tice at 11 Rosewarren Ave., St. Vital, Man. 


Recent additions to the Manitoba Medical Regis- 
ter: 
Christopher Arthur Adamson, M.D. (U.M. 1945), 
L.M.C.C. 1945, 215 Medical Arts Building. 
Francis Gladstone Ramsay, M.D. (U.M. 1924), 
L.M.C.C. 1924, 90 Lenore St., Winnipeg. 
Emmanuel Denis Varverikos, M.D. (Laval 1944), 
L.M.C.C. 1944, Selkirk, Man. 


Dr. and Mrs. A. G. Henderson have arrived safely 
in Africa, where Dr. Henderson will be in 
charge of the hospital at Monieha, Congo Belge. 


Dr. C. E. Corrigan, recently returned from over- 
seas service in the armed forces, is now in 
civilian practice at 307 Waterloo St. 


Dr. M. M. Brown, recently demobilized from the 
armed forces, is now in civilian practice in 
association with Drs. McRae and Lamontagne 
at 508 Medical Arts Bldg. 
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Reporting the Brown 
Quadruplets 


“By the end of the first week . .. small amounts of complement had to be 
introduced, and irradiated Carnation evaporated milk, acidified with lactic 
acid was used. By the end of the first month the breast milk had been 
completely supplanted by the evaporated milk ... Feeding at no time 
presented any unusual difficulties ... Gastric upsets have been conspicuous 
by their absence . .. The teeth show very good structure, with ... no 
tendency to caries ... The growth and height of the Brown Quadruplets 
is in the high normal range, according to the Kornfeld standards.” 


—Lancaster, W. E. G.: Journal Lancet, 54:147, May, 1944. 


were initiated at an early date, and this milk 


The comprehensive paper quoted above has continued to be the Quadruplets’ only 


traces the growth of the Brown Quadruplets milk, for every use. For drinking, it is given 
of Fargo, N.D., through their first two years in a whole-milk (1:1) dilution. And it is 
of life. Charts, tables, and photographs supply 


factual and visual evidence of the steady 


consumed in milk-rich main dishes and 
desserts. As an excellent source of calcium 
and phosphorus, with Vitamin D added. the 
Quadruplets’ milk supply may be credited 
with an essential contribution to their fine 


progress of these unusual children, who now 
are sturdy, eminently normal individuals, 
“going on five.” 


Feedings with Carnation Evaporated Milk skeletal and dental development. 


CARNATION COMPANY LIMITED, TORONTO, ONT. 


A Canadian Product 


2 
C ti Milk 
“FROM CONTENTED COWS” MILK | 
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Book Review 


Good Books for Young Doctors 


If you know a medical student and are wonder- 
ing what you should get him for a Christmas 
present, here are two books that will solve your 
gift problem. One is “Doctor in the Making” by 
Ham & Salter, and the other is A. E. Hertzler’s 
“Ventures in Science by a Country Surgeon”. 
“Doctor in the Making” is written by two mem- 
bers of an advisory committee set up in the 
University of Toronto for the benefit of medical 
students who were having difficulty with their 
studies. The experience gained while serving on 
that committee led the authors to realise that 
there were a number of basic difficulties with 
which students have to contend and their book 
contains advice on how to avoid or overcome 
these difficulties. It is very easy to read, the 
style being almost colloquial, and the illustrations 
are humorous. It is a most excellent guide to 
put into the hands of any one who is, or who is 
planning to become, a medical student. I am sure 
that many oldsters when they read it, will wish 
thet they had had such a useful help in their 
own student days. The 179 pages which make up 
the book are divided into three parts. The first 
part (Motivation and Equipment) is especially 
addressed to those not yet in Medical School. It 
points out the qualities required of a medical 
student and puts it up to the reader to scrutinise 
himself from their standpoint. Part Two _ is 
entitled “Enemies of Success and How to Defeat 
Them.” Aversion to study, and putting in time 
without giving attention, are two of the enemies 
the reader is taught to defeat. Hints are given 
on how to get the most out of lectures and books. 
The student who has difficulty in remembering 
what he reads will find much help in the sections 
devoted to organisation of knowledge, improve- 
ment of ability to understand and improvement 
of memory. A good part of the book is devoted 
to psychology as it applies to the student. He is 
told simply and practically how to understand 
himself. The origins, symptoms and results of 
maladjustment: the improvement of adjustments, 
and the ways whereby obstacles within the 
individual can be overcome make profitable read- 
ing for students of any subject in any year of 
study. Advice is given on how the student can 
most effectively use his time, on how to plan his 
work and on how to think scientifically. Part 
Three is captioned “The Responsibilities of a 
Medical Student”. It consists of a number of 
Do’s and Don’ts. Students are advised to take 
an interest in cultural subjects. “It is the 
responsibility of every medical student to become 
a cultured, civilised person, in sddition to becom- 
ing well-trained in the medical sciences.” Here 


is an echo from Francis Adams, who although 
only a country doctor in an Aberdeenshire village, 
is famous as the translator of the Greek literature 


of medicine. He once told a friend, “My ambition: 


was always to combine extensive knowedge of 
my profession with extensive erudition.” “Doctor 
in the Making” is a book that every medical 
student should read, and the earlier in his course 
that he reads it the more profitable is his course 
likely to be. 


Doctor in the Making. By A. W. Ham, Associate 
Professor of Anatomy, University of Toronto, and 
M. D. Salter, Lecturer in Psychology, University 
of Toronto. 179 pages, illustrated. Published by 
J. B. Lippencott Company. 


Arthur E. Hertzler, whose “Horse and Buggy 
Doctor” entertained thousands, has written a little 
volume entitled “Ventures in Science of a Country 
Doctor”. To say that it is most inspiring is not 
to exaggerate. It shows how far one can be led 
by insisting that his curiosity be satisfied. “I 
must have been born with the sin of curiosity 
for in my junior year in medical school there was 
published in the Chicago Recorder a picture show- 
ing how anastomoses of the gut heal. I sought 
to verify the results. These were the beginnings 
on the road to my study of wound healing. To 
further this study I investigated the structure of 
the peritoneum. and incidentally, its function. 
This suggested that my studies woud be furthered 
if I became a surgeon so that I could study the 
pathology. Thus it came that I started on the 
road which I have now travelled more than 50 
years and am still travelling with lagging feet 
but with increasing tempo.” The 19 chapters cover 
Hertzler’s research work done often with the 
simplest of equipment and under almost primitive 
conditions. Yet despite his many disadvantages 
the divine curiosity which filled him kept him 
doggedly at each task until it was accomplished. 
It is a book particularly suited to senior students 
and internes. Not only will they learn many 
useful facts but thev will learn how these facts 
were determined. It will, I think, fill many of 
them with the desire to live similarly profitable 
lives and will show them how to put their curiosity 
to account. Although Hertzler’s fame is chiefly 
as a surgeon he can rise above the limits of 
organic pathology. “In becoming a science,” he 


savs, “medicine has lost its chief function, the 
alleviation of suffering not due to organic disease. 
I sometimes wish I could end my professional 
life as I began it, in close association with patients 
when I knew them well, from their ancestors to 
the present generation.” 


All the 298 pages are 
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quotable but we must limit ourselves to a few 
examples. “The importance of accurate and 
purposeful reading cannot be too strongly empha- 
sized.” “Accurate clinical observation without 
records is impossible.” “An accurate student can 
learn more from one patient than a careless 
student will from a thousand.” “I have been 
asked so often by young men for advice as to 
what line they should follow, independence or a 
salaried position. My observation has been that 
often after the tranquility a regular salary brings, 
initiative is lost.’ “Some medical books are 
valuable only for their contents, others also 
because of the charm of their style. For instance 
Osler and Strumpell achieved much of their popu- 
arity because they could be read without aspirin.” 
“Ability to write may be an inborn talent but 
careful preparation is an essential factor.” “When 
not otherwise engaged I was reading. Everything 
I read must be something I could add to my pile 
which like gold I could count up. And like a 
good miser, what I once acquired, I still have.” 
“In reading one should make notes and keep them 
at hand until they are a part of one’s permanent 
memory.” Once started on the reading of this 
little book it is difficult to stop until the last 
page is reached. It is both pleasant and profitable 
reading. 


Ventures in Science of a Country Surgeon. By 
Arthur E. Hertzler, M.D. Published privately at 
Halstead, Kansas. 

These books can be obtained from Colcleugh 
and Co., Notre Dame and Sherbrook. 


Cleft Palate and Speech. By Muriel E. Morley, 
B.Sc., F.C.S.T. E. S. Livingstone Ltd., Edinburgh, 
1945. Price $2.25. 


This small, well illustrated volume of 160 pages 
considers all the problems of hare lip and cleft 
palate in short form. It is extremely well 
arranged. 

Its argument is that with proper surgical care 
and speech therapy, 90% of sufferers from cleft 
palate can be made to speak normally. 

The first chapter deals with the embryology 
of the mouth and face. Chapter II takes up the 
normal anatomy and emphasizes the important 
point that closure of the palate is not sufficient 
but that a long soft mobile palate is an absolute 
necessity. 

The modern Surgical Treatment of Cleft Palate 
is well outlined in Chapter III. It emphasizes 
the fact that the modern treatment is based on 
an ever increasing knowledge of the anatomy of 
the palate and the physiological mechanism neces- 
sary for speech. 

The balance of the text deals with all the 
problems of post-operative care, feeding and 


speech therapy that the surgeon is apt to forget 
and rarely can find in the routine publications 
in medical journals. It is packed full of every- 
day problems, clearly and concisely dealt with. 
It emphasizes and makes very evident the crying 
need for a speech therapist in every city. Many 
games are explained for children to use to develop 
normal speech. 

This volume should be in the library of every 
oral surgeon. It is a valuable book for nurses 
and others who must care for this particular type 
of case. 

A. C. ABBOTT. 


Books For Christmas Gifts 


During the past months we have reviewed a 
number of books, some of which deserve a place 
in your library and would make acceptable 
presents to your professional friends. These are 
listed below with (in brackets) the issue in which 
they were reviewed. By turning to the Review 
vou will get a better idea of the book. Colcleugh 
& Co., Notre Dame and Sherbrook, will get them 
for you. 


Control of Pain in Childbirth. Lull & Hingston 
(May), $9.50. 

Essentials of Allergy. Creip (May), $6.00. 

Surgery of the Head. Bunnell (June). 

Radiologic Examination of Small Intestine. Golden 
(June), $8.00. 


The Patient is a Person. Canby Robinson (July), 
$3.50. 


Patients Have Families. Richardson (August), 
$3.50. 


Medical Licensure Examinations. Golthwaite, etc. 
(October), $6.00. 
Doctor in the Making. Ham & Salter (November). 
Ventures in Science of a Country Surgeon. Hertz- 
ler (November). 


Manitoba Health Officers’ Association 
Executive for the Year 1945-1946 


President -_Dr. Roy Martin 
First Vice-President Dr. C. W. Wiebe 
Second Vice-President Dr. Fred Young 
Executive Members Dr. A. A. Alford 
Dr. Earl Stewart 
Dr. A. F. Menzies 
Secretary-Treasurer Dr. A. W. Hogg 


If you would not be forgotten as soon as you 
are dead, either write things worth reading or 
do things worth writing.—Franklin. 


2 
: 


November, 1945] The Manitoba Medical Review §1l 


MOST ECONOMICAL MOST CONVENIENT 


DERLINGUAL 
ANDROGERNIC 
THRERABY 


METANDRERN 
LInGUETS* 


(METHYLTESTOSTERONE) 


Small, hard pressed wafers, especially designed for systemic absorption via the 
oral mucous membranes, thus side-tracking the liver where partial inactivation 
of ingested methyltestosterone is known to take place. 


Effective in smaller doses, e.g. % to % the amount required when methyl- 
testosterone is swallowed.? 


Cost of treatment with METANDREN LINGUETS is considerably less than 
when androgens are administered by injection, implantation or ingestion. 
1 Biskind, G. R.: Proc. Soc. Exper. Biol. & Med. 43:259, 1940. 
Burrill, M. W. and Greene, R. R.: Endo. 31:73, 1942. 
2 Lisser, H. and Curtis, L. E.: J. Clin. Endo. 3:389, 1943. 


Detailed literature on request. 


* Trade Mark Reg'd. 


MONTREAL, CANADA 
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Calendar 
of Medical Happenings for 
November 


THURSDAY, 1—Luncheon, Winnipeg General Hospital, 12:30 p.m. 
TUESDAY, 6—Luncheon, Misericordia Hospital, 12:30 p.m. 

WEDNESDAY, 7—Tumor Clinic, Winnipeg General Hospital, 9:00 a.m. 
THURSDAY, 8—Ward Rounds, Children’s Hospital, 11:00 a.m. 
THURSDAY, 8—Luncheon, St. Boniface Hospital, 12:30 p.m. 

FRIDAY, 9—Tumor Clinic, St. Boniface Hospital, 10:00 a.m. 

TUESDAY, 13—Luncheon, Grace Hospital, 12:30 p.m. 

WEDNESDAY, 14—Tumor Clinic, Winnipeg General Hospital, 9:00 a.m. 
WEDNESDAY, 14—Meeting, Council, Winnipeg Medical Society, 12:30 p.m. 
THURSDAY, 15—Ward Rounds, Children’s Hospital, 11:00 a.m. 
THURSDAY, 15—Luncheon, Winnipeg General Hospital, 12:30 p.m. 
FRIDAY, 16—Tumor Clinic, St. Boniface Hospital, 10:00 a.m. 

FRIDAY, 16—Meeting, Winnipeg Medical Society, 8:15 p.m., Medical College. 


SUNDAY, 18—Executive Meeting Manitoba Medical Association, Medical Arts Club 
Rooms, 1:30 p.m. 


TUESDAY, 20—Luncheon, St. Joseph’s Hospital, 12:30 p.m. 
WEDNESDAY, 21—Tumor Clinic, Winnipeg General Hospital, 9:00 a.m. 
THURSDAY, 22—Ward Rounds, Children’s Hospital, 11:00 a.m. 
THURSDAY, 22—Luncheon, St. Boniface Hospital, 12:30 p.m. 

FRIDAY, 23—Tumor Clinic, St. Boniface Hospital, 10:00 a.m. 
WEDNESDAY, 28—Tumor Clinic, Winnipeg General Hospital, 9:00 a.m. 
THURSDAY, 29—Ward Rounds, Children’s Hospital, 11:00 a.m. 
FRIDAY, 30—Tumor Clinic, St. Boniface Hospital, 10:00 a.m. 

FRIDAY, 30—Luncheon, Victoria Hospital, 12:30 p.m. 
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an Cleon EAR INFECTIONS 


cominnes;in a yehicle of unusually high hygroscopic glycerim, 
and chiorobutanol. This stable solution offers numerous advantages am 
tteatment Of either acuie or chronic middle and external 


sulfonamide-susceptible organisms. 


SUMMARY OF ADVANTAGES 


Antibacterial Potency—even in the presence 
of pus. 

Stability—a stable sulfonamide-urea solution. 

Wide Field—effective in BOTH acute 1ND 
chrome middie and external ear 
infections. 

Well Tolerated—physiologic pH —virtually ob- 

viating local irritation. 

Anaigesio—effective chlorobutanol analgesia 
without impaired sulfonamide 
activity. 


FORMULA 


Carbamide (urea)... 

Glycerin (high sp. gr.) 
e 


Sulfanilamide. 


White’s Otomide:is avallabledn dropper 
bottles of one-half fluid outiee GS 
on prescription only, 
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GELSEMIUM versus CODEINE 
Sedative Sedative 
Analgesic Analgesic 
Non-narcotic Narcotic 
Non-constipating Constipating 
Dose: to2 rs. (Tr. 5 to 20 min.) to 2 grs. 
' Source: North America Eurasia 
GELSAL TABLETS CONTAIN 
Acid. Acetylsalicylic ===> 4 grs. 
2 grs. 
Caffeine Citrate Y gr. 
GELSEMIUM (as Tincture). 3 min. 


Supplied in Yellow, Grey or White tablets. 
Bottle of 100 tablets supplied complimentary upon request. 


OsHAWA CANADA 
MANUFACTURERS OF FINE PHARMACEUTICALS 


Western Depot—236 Edmonton St., Winnipeg 


514 The Manitoba Medical Review 
GELSAL 
DRUG 
ETHICS 
LIMITED | 


November, 1945] 


The Manitoba Medical Review 515 


Manitoba Medical Service 


Manitoba Medical Service 


The question is being asked frequently how 
services are assessed and the fees set. The only 
official fee scale provided for use of the Manitoba 
Medical Service by the Manitoba Medical Associ- 
ation is that for general practitioners. It covers 
a very small proportion of the work done by 
general practitioners and is practically worthless 
for specialist groups. Though the specialist 
groups may have prepared fee scales and sub- 
mitted them to the Manitoba Medical Association, 
not one of them has reached this office. I under- 
stand that the fee committee of the Manitoba 
Medical Association was asked to co-ordinate the 
relative values of the different specialist groups, 
in relation to each other, and was unable to do 
so. The Manitoba Medical Association apparently 
took no further action, but the Manitoba Medical 
Service must continue to pay specialist fees. The 
Board then empowered the medical director to 
set a fee for every service not officially approved. 
I venture to say that there is no one man on 
this or any continent capable of doing such a job 
equitably, but some system must be developed. 
If the very large fee scale issued by the Cana- 
dian Medical Association, being an average of all 
the provincial fee scales, is available that is used. 
Many services of course are not covered, and in 
such cases the folowing method is employed. I 
call up two or three members of a _ specialist 
group, give them all the details submitted, and 
ask for a valuation. No names are given, neither 
of the doctor submitting the account, nor the 
assessors. An average of the replies is taken, 
and that is the fee. It will be interesting for you 
to know how it works, and you may appreciate 
how difficult the whole problem is. A specialist 
submitted a bill of $268.00 for a major operation. 
and a subsidiary one a week later. Dr. A. valued 
it at $125.00, Dr. B. well paid at $200.00, Dr. C. 
$250.00. $192.00 was the fee allowed. If any 
reader can suggest a better plan I shall be glad 
to know of it. Of course it would be impossible 
to apply it to the small accounts, but these are 
usually covered by the Canadian Medical Associ- 
ation scale. 

If you have not done so, I would ask you to 
read the Manitoba Medical Service column in the 
October number of the Review on pre-existing 
ailments. This office receives criticism from 
doctors for accepting members who have well- 
known chronic disabilities, but we are also 
criticised by others for refusing to pay fees for 
services to members who failed to state on their 
application card that they had such disabilities; 
in several cases these reople have consulted 
many doctors who have failed to cure them, often 


because the condition was incurable; having 
joined a service where no fees will have to be 
paid, they decide to try a few more doctors. We 
are now issuing an application card where the © 
need for information on pre-existing ailments is 
stressed. “None of the above named persons are 
receiving care or are known to be in need of 
care excepting,” and “Whose attending physician 
is.” “I understand and agree that the care and 
treatment under my contract shall not include 
the care or treatment of conditions known by me 
or my dependants to exist and to require care or 
treatment on the date of this application.” A simi- 
lar condition has obtained in the Manitoba Hospi- 
tal Service Association ever since it was started, 
namely, failure to report, when applying for mem- 
bership the necessity for early hospitalization, and 
as a result many members have had to pay their 
own hospital bill. If we accept $3.50 for a family, 
we can scarcely be expected to pay for a couple 
of tonsillectomies, and a major pelvic operation 
within two or three weeks of that acceptance; 
yet that is what is happening, and why we are 
asking for the doctor’s co-operation, as we have 
the right to refuse an application, if there is a 
known and immediate liability. Bills have been 
paid for an emergency operation needed two or 
three days before acceptance became due, which 
will show that there is no undue harshness in the 
interpretation of the rules. 

To avoid misrepresentation it must be under- 
stood no case is ever refused until full investiga- 
tion has been made by the Medical Director. 

Complaints are still being received regarding 
fees on certain services. It was hoped that the 
Executive Committee of the Manitoba Medical 
Association, after its recent meeting, issue fee 
scales for some, at least of the specialist groups, 
but they have not been provided for use by the 
Manitoba Medical Service. If we are to take a 
leading position in advising on how a provincial 
or national health insurance should be organized, 
then it is essential that we show ourselves capable 
of administering a relatively small group such as 
this; yet at the end of a year there are still many 
problems unsolved. 

E. S. Moorhead, M.B., 
Medical Director. 

Notes by A. G. Richardson, Office Manager 

The Manitoba Medical Membership as of Sep- 
tember 30th, 1945, was 21,620, an increase for 
the month of 1,073. Of these 18 took the A Plan 
and 993 the B benefits. 

Accounts to the amount of $23,544.50 were 
received and paid to the amount of $15,563.27, 
or 66%. 
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Medical Staff Required 


For the Provincial Government 
Department of Health and Public 
Welfare 


Director of Tuberculosis Control 
Salary range $3,600 to $4,500 per annum. 
Plus transportation and travelling expenses. 
Director of Hospitalization 
Salary range $3,600 to $4,500 per annum. 
Plus transportation and travelling expenses. 
Directors of Local Health Units 
Five required 
Salary range $3,600 to $4,200 per annum. 
Plus transportation and travelling expenses. 
Junior Psychiatrists—Three required 
Salary range $2,400 to $2,700, married men. 
Salary range $2,100 to $2,400, single men. 
Plus transportation and travelling expenses. 


Preference given to returned Servicemen. 
Maximum age limit—45 years. 
Full particulars will be given on application. 
Apply to Civil Service Commission, 
223 Legislative Building, Winnipeg. 


"FisnerMave’ 


PTOSIS 
SUPPORT C24 ~ 


Especially designed for é 
Thin Figure Types 
having prominent and 
sensitive hip crests. 
Supporting front panel 
grips tightly over the 
pubic arch and the 
pocketed mesh material 
relieves pressure over 
the hips and avoids any i 
irritation of sensitive | 
hips. 
Physicians 
Prescribe as 
“FISHERMADE” 


Made in Canada by 


FISHER & BURPE, LTD. 


219 KENNEDY STREET WINNIPEG 
Branches: EDMONTON and VANCOUVER 


Some 1,813 claims were received between the 
lst and 10th of the month, yet the total claims 
for the month were 2,185. This puts a heavy 
burden on us to procure balance sheet and state- 
ment figures, so again I would request co-oper- 
ation from the doctors and their secretaries to 
furnish us the green account forms as soon as 
the case is finished. 


Physician-Artists’ Prize Contest 


The American Physicians Art Association, with 
the co-operation of Mead Johnson & Company, is 
offering an important series of War (Savings) 
Bonds as prizes to physicians in the armed services 
and also physicians in civilian practice for their 
best artistic works depicting the medical profes- 
sion’s “skill and courage and devotion beyond the 
call of duty.” 


For full details, write to the Association’s 
Secretary, Dr. F. H. Redewill, Flood Bldg., San 
Francisco, Cal., or Mead Johnson & Co., Evans- 
ville 21, Ind. Also pass this information on to 
your physician-artist friends, both civilian and 
military. 


Microfilm Service 


Microfilms of journal articles may be obtained 
from the Army Medical Library Washington, 
D.C., U.S.A., for only the cost of the postage, if 
requested by the individual and free if through 
the library. The Army Medical Library consid- 
ers the microfilm a substitute for Inter-Library 
loans, and prefers to send them instead of the 
jonrnals. Their weekly publication, “Current List 
of Medical Literature,,” is received in the library, 
and contains a classified list of articles which 
have been filmed during the week. It is possible, 
however, to procure a microfilm of any article 
in the Quarterly Cumulative Index Medicus, 
though there might be some delay in obtaining 
material which has not already been filmed. 

For further information about this service, 
enquire at the medical library, telephone number 
29 545. 


Give your prognosis in heart disease on the 
best suppositions, but treat your patients on the 
worst.—Clifford Allbutt. 
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PROCTOCAINE 


Procaine 1.5%, Benzyl Alcohol and Butyl-P-Aminoben- 
zoate. A prolonged non-toxic local anaesthetic. 


INDICATIONS—Pruritus ani, anal fissure, neuritis, lumbago, sciatica, 
and for use in haemorrhoidectomy and minor rectal 
operations. 

ADVANTAGES—1. Its effect is almost certain. 


2. It produces anaesthesia or hypo-anaesthesia for 
periods of from 7 to 28 days. 


3. It is comparatively non-toxic, injections of 20 
to 30 c.cm. producing no general effects. 


4, Its injection is painless, if made slowly. 


5. In no case did it produce severe after-pain. 


ALLENBURYS “PROCTOSAN OINTMENT” 


A soothing antiseptic ointment for application to inflamed mucous 


surfaces. 
ALLENBURYS “‘PROCTOSAN SUPPOSITORIES” 


Provides effective Haemorrhoidal treatment. 


Complete literature supplied on request. 


THE ALLEN & HANBURYS CO. LID. 


LINDSAY, ONTARIO - LONDON, ENGLAND 
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“Good girl! Now you're all set— 
with double immunity 
against Pertussis!” 


Ayerst Pertussis Vaccine with Pertussis Toxoid is the only vaccine 
which provides both 
1, immunity to H. pertussis organisms 
2. immunity to the endotoxin produced by H. pertussis 
organisms. 


The immunity effected is thus not only antibacterial but also anti- 
endotoxic—an important consideration since clinical studies have 
indicated that the endotoxin of the pertussis organism plays an important 
part in the etiology of the disease. 


PERTUSSIS VACCINE WITH PERTUSSIS TOXOID 


Also available: Pertussis Antitoxin and Antibacterial Serum (Rabbit) 
Combined—for passive immunization and treatment; Pertussis Toxin 
for the Strean Test—to determine susceptibility. 


Ayerst Pertussis Products are prepared and standardized under the supervision of 
Professor E.G. D. Murray, Department of Bacteriology and Immunity, McGill University. 


AYERST, McKENNA & HARRISON LIMITED @ Biological and Pharmaceutical Chemists e MONTREAL, CANADA 


328 


n 


518 
/ 
43 
4 
; 
F 


November, 1945] The Manitoba Medical Review 519 
Department of Health and Public Welfare 
Comparnens Communicable Diseases — Manitoba (Whites and Indians) 
1944 tor AL Ss 
Aug.12to  July15to  Aug.1 to’ Jan. 
DISEASES Sept. 8 ‘Aus. Sept. Sept 845 Sept O44 
Anterior Poliomyelitis —...__ 2 2 34 13 14 52 
Chickenpes 17 79 30 49 1635 1621 
Diphtheria —...... 17 16 10 18 201 136 
Diphtheria Carriers 5 rs 1 1 28 21 
Dysentery—Amoebie 
Dysentery—Bacillary 2 25 2 32 
Erysipelas | 3 1 1 1 37 49 
Encephalitis 2 1 2 1 7 8 
Influenza 1 4 2 2 133 204 
Measles 4 19 59 86 471 5153 
Measles—German - 1 1 35 234 
Meningococcal Meningitis ____._____ 1 9 17 
Mumps .... 36 50 8 22 1225 1448 
Ophthalmia Neonatorum 1 1 
Pneumonia—Lober —..___ 2 2 3 3 93 146 
Puerperal Fever 1 6 
Scarlet Fever 32 31 34 57 505 1820 
Septic Sore Throat 1 Ete 1 ne 17 22 
Tetanus 1 1 1 
Trachoma 4 4 
Tuberculosis 51 58 47 57 461 490 
Typhoid Fever 3 3 1 mite 36 42 
Typhoid Carriers 1 3 1 
Undulant Fever 1 2 10 6 
Whooping Cough 00.0... 15 6 31 46 232 299 
Gonorrhoea __........ 224 206 117 149 1453 1190 
Syphilis ilicsins 48 43 46 62 404 457 
Sept. 9 to rs 12 to Sept. 10 to Aug. 13 to Jan. 1 to Jan. 1 to 
Oct. 6 Sept. 8 Oct. 7 Sept. 9 Oct. 6,45 Oct. 7,’44 
Anterior Poliomyelitis —.______ = 1 2 28 34 15 80 
Chickenpox __ 53 17 36 29 1690 1657 
Diphtheria 23 17 15 10 224 151 
Diphtheria Carriers 4 5 6 1 32 27 
3 31 25 11 63 
Erysipelas 3 4 1 40 53 
| 2 2 2 8 10 
Influenza 3 5 5 2 136 209 
Measles 4 53 59 474 5206 
Measles—German > 1 2 3 36 237 
Meningococcal Meningitis .. ; 1 2 . 10 19 
Mumps ee 37 15 8 1257 1463 
Ovhthalmia Neonatorum _ 1 
Pneumonia—Lobar _.............-.-..__. 1 3 5 3 94 151 
Puerperal Fever 6 
Sever 33 64 34 551 1884 
Septic Sore Throat 3 1 1 1 20 23 
50 53 47 518 543 
Typhoid Fever _ 4 5 1 1 39 43 
Typhoid Paratyphoid 1 6 
Typhoid Carriers = 1 ash 3 1 
1 10 7 
Whooping Cough... 16 17 42 31 248 341 
Gonorrhoea 214 224 126 117 1667 1316 
Syphilis 41 48 53 46 445 510 
Actinomycosis ee 2 
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DEATHS FROM COMMUNICABLE DISEASES 


520 
DISEASES g 2 g 
(white cases only) Zo 
82 gf 35 
Anterior Poliomyelitis ....... 2 59 8 49 7 
Chictenpex 17 174 61 4 
Diphtheria — 17 11 2 18 16 
Diphtheria Carriers” 5 = 
Dysentery—Amoebic 2 3 4 
Bacillary = 2 
Encephalitis, Epidemica ......_ 2 1 1 
3 1 1 
1 53 17 
Jaundice—Infectious 2 
Measles 4 176 47 12 
Measles—German 1 15 2 
Meningococcal Meningitis 1 1 6 
Mumps 37 54 12 
Ophthalmia Neonatorum _- 
Scarlet Fever __..... —— 99 10 56 26 
Septic Sore Throat ........._ 1 3 3 
ase | 183 29 16 24 
Typhoid Fever —— 1 1 
Typhoid Para-Typhoid 1 2 
Undulant Fever Kabeaee seks 6 1 10 6 
Whooping Cough _.. = & 149 11 64 10 
Typhoid Fever Carriers _.... 1 
Syphilis 48 782 22 


Urban—Cancer, 33; Pneumonia (lobar), 1; Pneumonia (other 


DISEASES 
*Approximate populations. ° 33 33 
Ta 86 Fa FA Pz 
Anterior Poliomyelitis | 35 1 87 1 
Chickenpox 176 59 12 
Diphtheria 23 ll 1 19 5 
Diphtheria Carriers 1 
Dysentery—Amoebic 6 4 
Bacillary —........ 3 
Encephalitis, Epidemica —..... 1 1 
Influenza 3 52 3 24 
Jaundice—Infectious 2 6 
Measles scabies 3 222 9 14 1 
Measles—German ___ 25 1 
Meningococcal Meningitis 4 5 
109 24 
Scarlet Fever ...... ............ 4 148 21 89 21 
Septic Sore Throat _ _.. 3 a 
Smallpox __ 1 
Tuberculosis 189 79 10 12 
Typhoid Fever ... __...__....... 2 7 1 1 1 
Typhoid Para-Typhoid 3 
Undulant Fever... 2 18 1 
Whooping Cough 16 119 1 69 10 
Gonorrhoesa 314 824 59 
41 359 13 
Malaria rising outside of 
Canada 1 
* * * 


forms), 5; Syphilis, 2; Tuberculosis, 7; Tetanus, 2; Septic 
Sore Throat, 1. (51). Other deaths under 1 year, 22. 
Other deaths over 1 year, 201. Stillbirths, 10. Total, 284. 


Rural—Cancer, 32; Influenza, 1; Lethargic Encephalitis, 1; 
Pneumonia (lobar), 2; Pneumonia (other forms), 5; 
Syphilis, 1; Tuberculosis, 16; Whooping Cough, 1; 
Disease of Pharynx and Tonsils, 1. (60). Other deaths 
under 1 year, 14. Other deaths over 1 year, 140. Still- 
births, 4. Total, 218. 


Indians — Pneumonia (other forms), 1; Tuberculosis, 4. 
ae - Other deaths under 1 year, 7. Other deaths over 1 year, 
Ms 2. Stillbirths, 2. Total, 16. 


Buy an Income for Life 
Security at Low Cost 


Dominion Government. Annuities are the 
soundest investment you can make. The 
income is greater than can be obtained from 
any other investment offering the same 
security. Your money accumulates at 4% 
compound interest. Your investment is 
backed by all the resources of Canada. Every 
dollar you invest goes into your own annuity. 
The Government absorbs all cost of admini- 
stration. 


For particulars write: 
Mrs. E. L. Taylor, Representative 
CANADIAN GOVERNMENT ANNUITIES 
617 Royal Bank Building., Winnipeg, Man. 
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SODIUM PENICILLIN - CONNAUGHT 


SOoiw 
200 


SODIUM PENICILLIN is supplied by the Connaught 
Laboratories in sealed rubber-stoppered vials as a dry 
powder which remains stable for at least a year if stored at 
a temperature below 10°C (50° F.). Each vial contains 
100,000 International Units. 


PHYSIOLOGICAL SALINE, sterile and pyrogen-free, is 
supplied in 20-cc. rubber-stoppered vials, permitting of the 
convenient preparation of various dilutions of penicillin, e.g., 
by adding 20 cc. of saline to a vial of penicillin a solution 
containing 5,000 units per cc. is obtained, or if 2 cc. be 
used, a solution containing 50,000 units per cc. 


As supplied by the Connaught Laboratories, 
Sodium Penicillin is of high quality and 
is free from irritating substances. 


CONNAUGHT LABORATORIES 


University of Toronto Toronto 5, Canada 


Depot for Manitoba 


BRATHWAITES LIMITED 
431 Portage Avenue, Winnipeg 
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INDICATES 
THAT. 


complete relief 


» occurred in 73 
patients treated 


“Marked oF 

of symptoms” 
menopausal 
with Benzestrol. 


Indiana ied 1944 


Bet Schieffel in q 


. . . merits confidence as a synthetic estrogenic agent of high 
potency and low toxicity. BENZESTROL is recommended in all 
conditions in which natural estrogenic hormones are ordinarily 
indicated. 

BENZESTROL is available in tablets of 0.5, 1.0, 2.0 and 5.0 
mg.; in solution in 10cc. vials 5 mg. per cc.; and vaginal tablets 


of 0.5 mg. strength. 
Literature and Sample 


on Request Schieffelin & Co. 


_20 COOPER SQUARE, NEW YORK 3, N.Y. 
Pharmaceutical and Research Laboratories 


Canadian Distributors 
LAURENTIAN AGENCIES REG’D 
429 St. Jean Baptiste Street 
Montreal 


| 
“The very low incidence of side 
reactions, particularly of nau- 
sea, is of clinical importance.” 
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~|Hemobrom 


Each tablet contains: Brominated Blood Albumin, 4% grains, Sodium Bromide, 
¥% grain; plus excipient and coating. The bromide content is 33.58% corres- 
ponding to half the bromide content of potassium bromide. 


INDICATIONS: HEMOBROM tablets may be used with the assurance of greater 
safety and efficacy wherever bromides are indicated as sedatives and hypnotics. 
| Thus HEMOBROM is indicated in the treatment of insomnia, nervous excit- 
ability and emotional instability. 


DOSAGE: The sedative dose for adults is 1 tablet with a little water, three times 
daily after meals. As a hypnotic 2 or 3 tablets immediately before retiring. 
Supplied in bottles of 50 and 500 tablets. 


Sulfosaly| 


Sulfosalyl is a balanced prescription of useful drugs that have proved their 
value in the treatment of chronic rheumatism. Sulfosalyl combines three 
salicylate salts associated with drugs containing calcium and sulphur and with 
thyroid and parathyroid. 


Sulfosalyl may be advantageously used in CHRONIC RHEUMATISM and 
ARTHRITIS and in other conditions of rheumatic origin, including SCIATICA 
and MUSCULAR ACHES and PAINS. 


Vi-Mi-Caps 


| Vitamins Minerals CAPSules 


As a supplement to the diet in conditions of vitamine and mineral deficiency, 
the use of these capsules will be found to improve general health and in many 
cases will assist the action of the drugs employed in therapy. 


ONE OF EACH PER DAY 


How Supplied: In boxes of 100 ee, 50 Vitamins (Green). 50 Minerals 
ite). 


THE ANGLO-FRENCH DRUG COMPANY, 209 ST. CATHERINE STREET EAST 
MONTREAL QUEBEC 


| | 
| 


